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A New Year’s Reflection—1941 


RARELY, if ever, during the history of our civilization have we stood at the threshold of a new 
year more baffled and perplexed than we are standing today. Is there one of us who is not wondering 
how the world will look just a year hence; where each one of us will be; and what each one of us 
will be doing? The seriousness of the Holy Father’s recent pronouncement, the seriousness of the in- 
ternational anxieties as suggested just a day or two ago by the President of the United States, the 
indescribable bitterness of the recent attacks on London, and the resulting reactions in the minds and 
hearts of everyone who has imagination enough to transport himself to that scene of horrors — 
all these coming just at the turn of the new year cannot but make us realize how deep is the black- 
ness into which we are about to step with the first moments of 1941. 

Our community hospitals have begun to feel the pressure of the war. Problems have been thrust 
upon them due to the economic conditions of the civilian population and due to the military pro- 
grams which as yet have not reached an acute stage, but which by their threats of increasing in- 
tensity have sounded warnings in what in all likelihood is bound to come. In the United States our 
hospitals, though as yet spared the anxieties of participation in an actual war program, are being 
warned from many authoritative sources that their work will not be light, and that their responsibili- 
ties will not be few. All our institutions, though as yet apparently preserving the even tenor of a well- 
regulated hospital, are receiving abundant suggestions that before long they may be called upon to 
sustain a peak load of their present responsibilities, and that they must hold themselves in readiness 
to assume new responsibilities of even greater moment. 

The Defense Program of the United States calls for a huge mobilization. As the National Social 
Work Council has recently pointed out “A mobilization as far-reaching as this will lay heavy costs 
upon the very institutions it seeks to defend. There will be onerous burdens to be borne not only in 
terms of financial outlay but also in the form of severe stresses and strains in the lives of people. 

Only as the defense movement safeguards the people against these, the stresses to which it 
subjects them, will it finally be successful. . . . Defense can be a juggernaut, overrunning the peo- 
ple; or it can be an instrument for strengthening their security, their health, and their well-being.” 
And so the problem in the United States is one not only of defense against a military enemy, but 
defense also against selfishness, mental indifference, lethargy, enemies which are much more 
difficult to conquer than even the crushing attacks of a ruthless military enemy. 

When a hospital is running smoothly with every official and every member of the personnel at 
his post, with patients quietly admitted and just as quietly discharged, it is hard to put oneself 
into the frame of mind which contemplates the facing of unforeseen emergencies; and yet this is 
precisely what our hospitals are being called upon to do, to visualize the unnumbered possible 
contingencies of an uncertain future, to foresee plans to meet each one of these numerous contin- 
gencies and to devise effective procedures against unsuspected emergencies. How much easier it 

l 








2 HOSPITAL PROGRESS January, 1941 


would be to know. what is ahead and to marshal the energies to meet a sudden call to a well-defined 
need. At the present moment there is a demand for more than the organization of resources; there is 
a demand for wisdom and prudence, for calmness and counsel, for judgment and faith. Surely in 
such a moment the spiritual resources of our institutions should be at their highest availability. It 
is much easier to expend energies in the alignment of physical things than to exercise wisdom in the 
face of the unknown. The preparedness of the mind is a greater achievement than the preparedness 
of the hand. The resources of our Catholic institutions are greatest in the very areas of human and 
divine interests which 1941 will draw upon for the achievement of the results which a benign, 
though a mysterious, Providence will attain. But fortunately the keynote of our lives, to give an 
unstinted service without counting the costs, will serve us in good stead. Years of religious life 
prepare men and women for emergencies; prepare their souls for that indifference to self, which is 
the highest asset in a moment of crisis. 

Among our resources, the greatest is our faith, the ability to penetrate beyond the physical ap- 
pearance of things, and to see the truer reality that lies beyond the mask of things eternal. We may 
be looking into a horrifying blackness of an unknown year, but we do so with the knowledge 
that even as we step into its all enveloping mystery, there still is in our souls the consciousness — 
that there is a meaning in it all that is full of love and goodness, and that somehow, we know not 
how, it will reveal the infinite love of an all-loving God. Our confidence lies in the Christ that leads 
us, in the Christ that walks and works with us, in the Christ whose charity urges us on. 

In the face of all of this can we still say a “Happy New Year” to all our institutions? Rather let 
us say, conscious of all of this, we must say a “Happy New Year.” Never before was a prayerful 
wish more needed, never before was such a wish more replete with a profound message of faith 
and confidence, and so this is our wish, a ‘““Happy New Year” to every Sister and Brother and 
worker in every hospital of the land; to every physician and nurse; to every administrator and sub- 
ordinate. ‘““May the peace of Christ which surpasseth all understanding keep your minds and hearts 
in Christ Jesus our Lord;’” and may the grace of the Holy Spirit “replenish the hearts of the faith- 
ful and enkindle in them the fire of His Divine Love,” that we may know the way, and follow the 
way towatd the accomplishment of His eternal plans. It will be our privilege during 1941 to re- 


spond to the changing demands which His Providence will make upon us. We shall not fail in our 
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faith, nor falter in our trust, nor restrain the fervor of our love. 








The Administrative Departments of 
The Hospital 
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members of the hospital personnel 
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and a spirit of cooperation 
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of patients and personnel 
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2. Arranging for instruction of personnel 
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ioners 
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D. Relationship to Board and higher Superiors 
1. Conferences with Sister Financial Officer 
and Sister Superintendent 
2. Carrying out business policies according 
to wishes of Board and higher Superiors 
a. Submitting of budget estimates 
b. Submitting of monthly and yearly 
reports 


Conclusion 

A, Spiritual objective paramount: welfare of 
souls 

B. Achievement of this objective through eff- 
cient nursing care 
1. Actuated by sound scientific principles 
2. Motivated by a genuine love of Christ 

and the sick poor 


Introduction 


HOSPITAL authorities have the privilege of con- 
tributing in a particular way toward the magnificent 
work of saving souls.* In order to draw souls nearer 
to God it is important that every person who contacts 
the patient must radiate the kindness and charity of 
Christ. Thus the Christian concept of nursing, as we 
all know, includes more than the mere physical care 
of the patient; it emphasizes also the social and 
mental phases of nursing and lays particular stress 
upon the supernatural element and Christian motiva- 
tion in this fourfold service to the sick. The Catholic 
hospital, therefore, falls short of fulfilling its real pur- 
pose if it is conducted merely for the bodily care of 
the sick. The service in a Catholic hospital must ever 
be maintained on an elevated, supernatural plane — 
a service based on genuine spiritual values. 


The Controlling Principle of the Administrative 
Departments 


Organization is only a means to the real end of 
cooperative activity. The controlling principle of ad- 
ministrative organization in hospitals is primarily 
the welfare of souls attained through the efficient 
nursing care of the patient. We are ever aware that in 
striving to equip our Sisters for the great work that 
God has called us to perform, in our quest for ever 
greater efficiency, we are again and again reminded 
that we must return to fundamental principles — that 
we must bear in mind that the- supernatural must 
supersede the natural and that our whole hospital 
concept must be built upon the conviction that we 
are rendering a personal service to Christ by minister- 
ing to His suffering poor, the members of His Mystical 
Body. 

The co-ordination of hospital activities depends 
upon the channels of responsibility and obligation; 
and if the latter are well defined and fulfilled, the 


“Paper presented at Second Institute on Hospital Administration, held at 
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immediate purpose of the institution— the efficient 
nursing care of the patient — will be easily attained. 
By efficient nursing care we mean not only medical 
and nursing care, not only physical nutrition, but a 
sympathetic, heartfelt interest in and spiritual care 
of the patient. 

The original idea of the nurse, exemplified in our 
noble predecessors, the nurse who personally ministers 
to the sick, must be kept ever before our minds. It 
is the welfare of souls through the physical, mental, 
and spiritual care of their sick bodies that has been 
the objective paramount in the intentions and efforts 
of our predecessors—it is this that called forth 
their wholehearted giving of personal service to 
Christ’s afflicted. We cannot let the stress and strain 
consequent upon our endeavors to attain higher 
education blot out of our minds and our lives the 
need and the nobility of personal service. Has not 
experience taught us that higher education is not 
incompatible with personal service? Has it not further 
taught us that, if personal service is made the guiding 
principle in our struggle toward higher education and 
greater efficiency, the more effective will be our pur- 
pose, and the more surely will we achieve the much 
desired co-ordination. 

It is well for us today to give considerable thought 
to this question of personal service. Outstanding 
physicians have been heard to ask, “What has become 
of our Sister bedside nurse?” Are we, perhaps, putting 
the greater emphasis on supervisory and teaching 
positions? Are we losing sight of our primary objective 
and losing thereby the golden opportunities of per- 
sonal service— that service which was the funda- 
mental objective of all founders of our religious 
nursing institutes? We have acquired a rich inherit- 
ance — it is ours to preserve and augment. The time 
must never come when the lay nurse gives the actual 
care to our sick and the religious nurse acts only in 
a supervisory capacity. Should this time arrive (God 
grant that it never will!), the unified purpose, the 
co-ordination of hospital activities, that fundamental 
purpose of our existence as a Catholic’ institution, 
will have been deprived of its most precious heritage 
— then we shall no longer be utilizing the priceless 
opportunities the hospital Sister has of reaching the 
soul of the patient through the care of the body. 


The Sister Administrator in Catholic Hospitals 

I should like to say that, in the following remarks, 
I have considered the Sister Administrator and the 
Sister Superintendent as two distinct persons, each 
having definite functions and responsibilities. The 
Sister Superintendent is, as I am now considering her, 
also the Superior, under whose guidance and in ac- 
cordance with whose wishes, the Sister Administrator 
fulfills her duties. There may be situations, particu- 
larly in very large institutions, in which the duties 
of the Superior and those of the Superintendent may 
well be vested in two distinct persons. It is, however, 
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from the former point of view, wherein the Sister 
Administrator is a person distinct from the Sister 
Superintendent, and the latter functions also as the 
Superior, that I shall endeavor to define the duties of 
these administrative officials. 

One of the first responsibilities of the Sister Admin- 
istrator is that to her Church, whose laws and decisions 
must be closely adhered to by the entire administra- 
tive body of our Catholic hospitals. Inspired by 
Christian ideals, appreciating that the things of the 
soul are of greater worth than those of the body, the 
Sister Administrator will be on the alert to recognize 
and resist the anti-Christian forces threatening the 
medical and nursing profession today. She will ever 
remember that she is serving a Catholic institution and 
that her responsibility is a grave one, even a sacred 
obligation entrusted to her by the dear Christ Him- 
self. The fulfillment of this sacred obligation calls for 
a thorough knowledge of the laws and teachings of 
the Church and not infrequently necessitates the 
exercise of real heroism. Not only must the Sister Ad- 
ministrator herself be thoroughly conversant with 
the laws and regulations of the Church, knowing when 
a firm stand is necessary and yet avoiding narrow- 
mindedness, but she must be able to instill these 
principles and ideals into the minds of all department 
heads and all for whom she has responsibility. She 
must know how to secure the fullest, most whole- 
hearted cooperation from everyone. This is perhaps 
one of the most important tasks of the Sister Adminis- 
trator and often a very difficult one. It is here that 
a knowledge of practical psychology will be of assist- 
ance to her. It is this thorough knowledge of Catholic 
teaching and principles, the ability to see that these 
principles are kept alive and the regulations of the 
Church complied with, and the power to permeate the 
entire atmosphere of her institution with the spirit of 
Catholicity that distinguish the religious from the 
lay administrator. All of these qualities she must 
possess over and above the personal and educational 
qualifications ordinarily required for administrators 
in non-Catholic hospitals. 

Not only is the Sister Administrator responsible to 
her Church, but she also has definite and significant 
relationships with members of her religious com- 
munity, particularly with those who are members of 
the hospital personnel. Her relationship with the 
Sister Superintendent, the director of nurses, the 
supervisors and the nurses differs in many respects, 
of course, from the relationship of the lay adminis- 
trator to her personnel. In the case of the Sister 
Administrator, her Sisters in religion are stimulated 
by ideals and aims similar to her own and, as a result, 
there develops a distinctive spirit of harmony and 
companionship between herself and her co-workers 
which changes the dominant note in the plan from 
one of service to one of devotion. This unity of spirit 
is a pillar of strength in our Catholic institutions; 
this singleness of purpose aids the administrator in 
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conveying her wishes and those of the Sister Super- 
intendent to the nursing members of the institution 
and others working under her direction. Having ob- 
tained their enthusiastic cooperation, she can instill 
into their minds and hearts something of the love 
burning in her own heart for Christ’s suffering mem- 
bers. Her example of Christlike charity and her deep 
love for regular observance, for all that is noble and 
good, will stimulate her co-workers and urge them 
on to wholesome emulation. Her true love for per- 
sonal service of the sick as well as her occasional 
participation in actual nursing will also serve to instill 
into the hearts of her companion religious, particularly 
the younger ones, a profound appreciation of the 
beauty and sublimity of actual bedside nursing. 

It is often in these contacts with the other members 
of her own Community that the Sister Administrator 
can be of the greatest service to her Congregation and 
to her Church. Each religious congregation is, of 
course, a vital organ of the Catholic Church and must 
function as such. That this may be done effectively, 
it is of the greatest importance that each member 
of the Community, in as far as possible, be wisely 
and happily placed in the work best suited to her 
temperament and talents and thereby enabled to 
assist her Community in its work of charity. And it 
is the function of the Sister Administrator to assist in 
this placing of her Sisters —a privilege indeed to act 
thus as a skillful co-ordinator in the work of her 
Congregation, fitting it nicely into the great plan of 
God. 

A privilege, too — is it not? — to smooth a rough- 
ened path, and bear the burden of some weaker 
member until God in His goodness gives her the grace 
to carry on alone. When mistakes occur, this har- 
monizer, if we may so call her, will graciously rectify 
the error or unobtrusively relieve the situation, at 
the same time gently giving counsel or even a tact- 
ful injunction. Such sympathetic understanding will 
call forth the best within some Sister and will, perhaps, 
develop latent powers in her. In an institution con- 
ducted solely by lay employees, personnel who are 
not adapted can be simply discharged. This is to be 
expected in a lay institution, but not in one conducted 
by religious. In the latter institution, the Sister Admin- 
istrator, inspired by the example of Christ, goes out 
in patient helpfulness to the one in difficulty to assist 
her in making a happy adjustment. Instead of register- 
ing complaints to the higher Superiors and asking 
that changes in the Sister personnel be made, the 
capable administrator will remember that the Superi- 
ors cannot constantly be making changes since it is 
not always for the welfare of the individual Sister 
nor of the patients. 

This does not, however, prohibit the timely presen- 
tation of helpful suggestions. The Sister Administra- 
tor, knowing that each new achievement by any 
member of her Community is a new opportunity for 
the Community to carry out its great objectives, will 
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be assiduous not only in helping her Sister personnel 
meet these difficulties but, in an unobtrusive way, she 
will be ingenious in discovering ways and means to 
stimulate the interest of her Sisters. No one need 
know whence sprang the inspiration; enough that 
root has been taken, and the plant is slowly lifting 
its head. 

A Sister Administrator of this type will be a real 
joy to her Sister Superintendent because she will help 
to create and sustain an atmosphere of comradeship 
and devotion. She will be careful to carry out the 
wishes of the superintendent, to support her, realizing 
always that she is mot the superintendent or Superior, 
but that, under the authority of the Superior, she 
undertakes the responsibility for the operation of 
the hospital, the execution of its policies, the mainte- 
nance of its standing in the community, the com- 
pliance with respective standards by the medical and 
nursing staffs, and for the acts of all its employees 
To do this, the Sister Administrator must be intimately 
acquainted with the needs and operating procedures 
of every department of the hospital. She must be 
observant that the residents and interns fulfill their 
respective duties. Should any extraordinary difficulty 
arise, the Sister Superintendent should be informed. 
The Sister Administrator is an intermediary between 
the divisional or departmental supervisors and the 
Sister Superintendent, conveying to the latter the 
needs of the various departments, also any significant 
happenings that may have arisen. In like manner she 
conveys the wishes of the Sister Superintendent to the 
individuals concerned. Thus the Superintendent is 
relieved of much detailed work and yet is kept con- 
stantly and intimately informed of everything of 
importance which is taking place throughout the 
institutjon. 

The Sister Administrator must strive to be a real 
help to her immediate Superior, the Sister Superin- 
tendent. Without usurping any of the authority 
proper only to the Superior or superintendent, she 
must know how to give and to obtain cooperation 
within her field of activity. This can be done best, 
perhaps, by regular and systematic conferences and 
by giving an understanding consideration to the wishes 
and suggestions of those with whom she comes in 
contact. She may not always be able to acquiesce in 
the wishes of individuals, but she can always show a 
spirit of real interest in their needs and requests. 
Even when it is impossible to comply with another’s 
demands or desires, a few words of explanation from 
her will ease the situation or even solve the problem. 
Let her try to make each Sister feel that she is con- 
tributing an important part to the great work that 
the institution is privileged to do for the dear Christ 
and His favorite children, the sick. 

Especially must care be taken by the Sister Ad- 
ministrator that she may not infringe upon the duties 
and authority of the divisional supervisors. While the 
administrator must be familiar with the general 
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operation of the division, it is the supervisor who takes 
the immediate responsibility, who consults and accom- 
panies the doctors on their rounds, and the like. 
Should the administrator assume these responsibilities, 
either a feeling of incompetence or of resentment may 
result in the supervisor. A tactful administrator will 
avoid such complications. If the administrator con- 
stantly strives to remember that she is only one of 
the factors—an important one, it is true — which 
contribute to the efficient operation of the hospital ; 
if she keeps in mind that her position is that of 
integrator, she will act judiciously and her efforts will 
be productive of the desired unified purposeful 
activity. 

The Sister Administrator also has important con- 
tacts with the school of nursing. Close cooperation 
and a sympathetic understanding between the admin- 
istrator and the director of nurses is of the utmost 
importance. The results of conferences between the 
two should, generally speaking, be submitted to the 
superintendent whose decision is final. Frequently 
the three may meet in order better to solve certain 
problems in administration which concern both the 
hospital and the school of nursing. It is thus with 
other intra-hospital relationships, such as with the 
department of housekeeping, wherein the administra- 
tor must take the lead and really be a co-ordinator, 
yet always within the limits of her jurisdiction. 

The Sister Administrator has definite extra-hospital 
relationships. Hospitals are essential to the welfare 
of society and to the community well-being. The Sister 
Administrator, therefore, must know the full signifi- 
cance of community service, community cooperation, 
in order not only to render competent care to the 
sick, but also to help prevent disease and promote 
health. The hospital plays an important part in com- 
bating disease. To keep the community safe, the hos- 
pital administrator must maintain a_ fully-equipped 
institution wherein the fight against disease can be 
carried on effectively and economically from the point 
of view of personnel, time, and expense. In many 
instances it may be necessary to cooperate with the 
Health Department, the County Medical Society, 
school medical services, and community welfare or- 
ganizations in, for instance, the struggle for the con- 
trol of cancer, tuberculosis, and venereal diseases. 
Much can be accomplished toward the health edu- 
cation of the community through the initiative and 
vision of the administrator. In all her extra-hospital 
contacts, the Sister Administrator must try to build 
up a community confidence in the institution because 
of the work it is doing in saving human lives and 
promoting the health of the community. 

It can readily be seen that the Sister entrusted 
with the duties of hospital administration must be 
well prepared spiritually as well as educationally in 
order to cope with the intricate problems that arise 
in carrying her manifold responsibilities. Only a spirit 
of deep faith and trustfulness in God, of genuine 
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devotedness to her God-given duties and to her 
Superior, her Sisters, and other co-workers will enable 
the Sister Administrator to acquit herself of her duties 
and responsibilities in such a way that benefits will 
accrue to the institution and its clientele and that 
good feeling and harmony may prevail among those 
who work with her and under her. 


The Sister Superintendent 

The discussion of the functions of the Sister Super- 
intendent involves all that has been said of the duties 
of the Sister Administrator, but the responsibility of 
the superintendent is, obviously, far greater than 
that of the administrator. The functions of the super- 
intendent embody the general, smooth administration 
of the hospital with its numerous intra- and extra- 
relationships ; furthermore, it is she who must see that 
the primary purpose of her religious congregation, 
as well as the secondary aim, care of the sick, is 
also achieved. All religious congregations, of course, 
should be characterized by a spirit of Christlike 
charity. Aside from this general characteristic, how- 
ever, each religious congregation has its own particu- 
lar spirit. It is the duty of every religious to carry out 
in her lifework the spirit of her Congregation, but it 
is the especial privilege of the Sister Superintendent 
to foster and maintain the spirit of her Congregation 
in her hospital. She will by her foresight, example, 
precept, and wise counsel counteract and seek to 
eradicate from the minds of individual members the 
tendency toward undue modernism and the inclination 
to complain against adherence to so-called “antedated” 
principles which are, after all, so basic that they can- 
not be a matter of age or place. Is it not self-evident 
that as the Superior is, so is the spirit of the house 
entrusted to her guidance? 

Today, with chaos reigning in the world, is it not 
important that we preserve our convents and our in- 
stitutions from the virus of the spirit of the world? 
If tactful vigilance is exercised on the part of the 
Sister Superintendent or Superior, we may be reason- 
ably sure that the beautiful religious spirit so faith- 
fully guarded by our predecessors will be preserved 
in our Sisterhoods. Much is dependent upon the Sister 
Superintendent who will, of course, be unwearying in 
giving herself to her hospital personnel, especially to 
her Sisters. Only a few minutes are needed sometimes 
to solve a difficulty which, if ignored, may cause un- 
told worry and grief. The superintendent will often 
find it necessary to leave Christ in order to serve Him 
in others. 

The Sister Superintendent may excel in the art of 
self-giving, and yet may, through narrow mindedness, 
be so imprudent as to sever relationships of utmost 
value to the institution; for instance, a faulty ap- 
preciation of the observance of poverty may result in 
untold loss to the hospital—of personal or com- 
munity good will and sometimes of much needed 
financial support. Prudence is an essential not only in 
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contacts with the public, but also with the members 
of the staff, the patients, and the lay personnel. In 
all her contacts the Sister Superintendent will ever 
strive to be all things to all men. 

In Catholic hospitals there is the problem of [re- 
quent changes of Superiors. Ordinarily, management 
of the hospital is entrusted to a different person every 
three or six years. If definite, permanent standards 
are not set up and maintained, there will be, of neces- 
sity, constant call for readjustment; and if the spirit 
of the Congregation is not carefully and consistently 
fostered, it will soon be endangered. Should the ideas 
of an individual (or individuals) be substituted for 
the policies of the Congregation, the whole institution 
must be affected thereby. 

What has been said of the spirit of the Congregation 
may also be said of the individual spirit or peculiar 
characteristics of each institution. Some institutions 
have as their specific purpose certain fields of nursing 
activities or types of humanity welfare; for instance, 
the care of the indigent in hospitals and dispensaries, 
of tuberculous patients, of the mentally diseased, the 
elevation of the colored race, or the promotion of 
nursing education. In each instance it is the function 
of the Sister Superintendent to see that the peculiar 
type of service for which the institution was estab- 
lished is rendered in the best possible way from the 
standpoint of scientific, humanitarian, and spiritual 
values. She will, to the best of her ability, strive to 
develop all the potentialities of her hospital and her 
personnel. In order to do this, the Sister Superin- 
tendent will have to keep alive in her own mind and 
efforts, as well as in those of the Sister members of 
the hospital personnel, the particular purpose for 
which the institution was founded and the particular 
spirit which should animate the service of everyone 
in the institution. 

It is not hard to see how the spirit or atmosphere 
of institutions may vary: that of a psychiatric hos- 
pital is vastly different, for instance, from that of a 
private hospital; one which serves the colored has 
a markedly different pervading spirit from one that 
serves the white population; or again, a still different 
atmosphere characterizes a hospital for the indigent. 
The spirit of charity and efficient service will be 
essentially the same, but it will manifest itself in 
various ways in accordance with the special types of 
patients cared for. The Sister Superintendent of each 
institution must herself be possessed of the spirit of 
her particular hospital so that she may instill in her 
subjects a real appreciation of the particular work 
of the institution, a real desire to see Christ in the 
special type of unfortunate whom she is privileged to 
serve. If each Superior could make the particular 
type of work to which her Sisters have been assigned 
so attractive, so eminently worth while to them, the 
task of placing Sisters would indeed be simplified. 

The office of the Sister Superintendent also brings 
her into close relationship with the general medical 
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staff and the resident staff. It is her duty to see that 
everything required to facilitate good medical prac- 
tice is at their disposal and that they, in turn, comply 
with the regulations of the institution, fulfill their 
respective responsibilities, and promote the ideals and 
standards of their profession and of the institution. 

The Sister Superintendent should use every avail- 
able means to maintain her institution in such a way 
that it will merit the unqualified approbation of the 
major approving agencies, the American Medical 
Association, the American College of Surgeons, and 
the like. She will do well, also, to encourage her staff, 
day after day, to take an active interest in the edu- 
cation of the young interns. She will see that Catholic 
principles are upheld constantly throughout the hos- 
pital and that these principles are instilled so deeply 
and surely into the young interns that they will be 
impelled to carry them into their later lives. 

What a splendid opportunity we have for doing 
good in educating our Catholic young doctors! Al- 
though we feel at times that they are rather annoy- 
ing, that their demands are many and sometimes, 
perhaps, inconsiderate, still we do want to participate 
wholeheartedly in the great work of educating future 
Catholic doctors. Catholic medical schools are doing 
all in their power to achieve this noble objective, 
but they have need of hospitals to give their students 
and interns bedside practice and other hospital experi- 
ence. We are all agreed, of course, that Catholic 
schools of medicine are an essential need. I wonder, 
though, whether we ever consider the tremendous 
amount of money required to maintain in such schools 
the ideals and standards advocated or enforced by 
the major accrediting agencies and demanded by the 
scientific and humanitarian development of medicine. 
In nearly all instances, Catholic schools, unlike others, 
have no endowment and must struggle on as best they 
can. Should we not, therefore, welcome this oppor- 
tunity of assisting in the promotion of higher spiritual, 
charitable, and scientific ideals in medical practice 
and in Catholic higher medical education ? 

With the student nursing staff the Sister Superin- 
tendent also has an important relationship. Although 
the student body is immediately responsible to the 
director of nurses, nevertheless the Sister Superin- 
tendent is ultimately held responsible by patients for 
the activities of student nurses on duty. This is true 
also of the body of employed graduate nurses, only 
more directly since for them the school of nursing has 
no responsibility. 

The spirit of the relationship of the Sister Super- 
intendent with the Sister members of the hospital 
personnel is perhaps the keynote to the prevailing 
good spirit which should permeate and vivify her 
institution. Important and vital as are all other duties 
and functions, that of maintaining a spirit of filial 
love and cooperation is perhaps the most important 
duty the Sister Superintendent as Superior has to 
fulfill. It is she who takes the place of Christ in the 
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life of each Sister. She will, therefore, be indeed 
another gentle Christ to her Sisters, particularly in 
moments of anxiety or distress. She will endeavor to 
make them feel that in her they have a devoted 
mother, a wise and kindly counselor, and a sympa- 
thetic, loyal friend. In thus being all things to all her 
Sisters — including those who are not directly em- 
ployed in the service of the sick — she will keep them 
happily adjusted and thus foster and promote God’s 
greater honor and glory. 

The fact that the Sister Superintendent holds such 
a close, understanding relationship with her Sisters 
does not take from her the authority she exercises 
over them in regard to hospital activities, although 
she may, and often does delegate certain duties and 
responsibilities in their regard to others, as we have 
already seen when we considered the functions of the 
Sister Administrator. This generous delegating of 
duties and responsibilities to others will tend to 
develop their talents and strengthen the bonds of a 
sympathetic understanding between herself and them. 

The Sister Superintendent has the responsibility 
of using to the fullest capacity the abilities of those 
Sisters who are given her to operate her institution. 
The fulfillment of this responsibility is really an art. 
To bring out the best that is in each individual and 
to choose the environment and task best suited for 
that individual, or to find a Sister who can fill a 
given position well, is not always an easy task for the 
Sister Superintendent. Ordinarily she has little or no 
choice in the selection of her Sister personnel and, 
consequently, must be able and willing to work with 
the Sisters given her by her higher Superiors. A Sister 
Superintendent who realizes that her Superiors cannot 
be changing Sisters constantly and who is able to 
make the necessary adjustments, is of inestimable 
value to her Congregation. 

Not only must the Sister Superintendent use the 
Sister’s abilities to the best advantage of the Sister 
herself and to the best interests of the hospital, but 
she has a duty of discovering the particular capabili- 
ties of the Sisters and of developing them. For in- 
stance, shy and timid Sisters may not easily show 
forth their peculiar abilities — they may even appear 
to be qualified for nothing in particular. Superin- 
tendents must study these personalities and with 
the assistance of the supervisors, discover their strong 
points and develop them wisely, so that these Sisters, 
too, may experience the joy of being useful and suc- 
cessful, the joy of contributing something to the work 
of their Congregation, to the Cause of Christ. Have 
we not all experienced difficulty in placing certain 
individuals? All too often repeated trials have met 
with repeated failures, and yet we must continue try- 
ing to diagnose the characters and aptitudes of those 
Sisters whom God Himself, after all, has called to 
work in our own vineyard, that we may use them 
to their own peace and well-being and to the welfare 
of our institution. Have we not all, perhaps, had 
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experience with a young Sister who seemed a veritable 
misfit in any phase of active hospital work, and 
who through the assistance of an older interested Sis- 
ter, an administrator or supervisor, gradually found 
herself and happiness in the conviction that she too 
could carry responsibility and contribute something 
to the work of the Congregation? The sympathetic, 
understanding Sister who can tactfully help these 
young Sisters with personality difficulties is definitely 
furthering both the primary and the secondary ob- 
jectives of her Congregation. 

With the non-Sister personnel members the situa- 
tion is quite different. Here the Sister Superintendent 
may and should use her power of selection freely, 
for, upon the judicious selection of her personnel will 
depend largely the type of service the institution 
renders. With regard to lay appointees, also, a wise 
Sister Superintendent will know how to achieve a 
balance in attitudes between patient tolerance and 
the recognition of incompetence. She will encourage 
employees who show good will but deal less patiently 
with persistent negligence and indifference. 

Solicitous as the Sister Superintendent is for the 
physical care of her patients, she must be even more 
so for their spiritual care. Although the hospital 
chaplain is directly responsible for this spiritual care 
of the patients and of the hospital workers, the Sister 
Superintendent is responsible for the actual accom- 
plishment of this care. It is her duty to see that the 
nursing personnel are properly instructed relative to 
the spiritual needs of Catholic patients in illness and 
at the hour of death, that the Sisters and nurses are 
able and willing to help patients pray, that the Cath- 
olic patients are visited regularly by the chaplain or 
some other priest. She will make it her duty, also, 
to see that weekly sermons, special instructions, and 
closed retreats are provided for the student nurses, 
maids, nurse aids, and male employees. 

There are material phases of spiritual ministrations 
for which the Sister Superintendent is also respon- 
sible. She must see that a record of the religion of each 
patient is secured by the Sister Admitting Officer and 
that pastors are notified, also through the admission 
office, if any of their parishioners are hospitalized. 
She must also provide permanent books for record- 
ing baptisms, reception of the Sacrament of Extreme 
Unction, First Communions, marriages, and the like, 
which information is to be incorporated in the quin- 
quennial report to Rome — that is, of course, if the 
Congregation has been formally approved by Rome. 

Thus we see that the functions of the Sister Super- 
intendent are all embracing. She must know her in- 
stitution as a whole and in minutest detail; she must 
know her personnel intimately; she must know the 
patients; she must know how fo exercise authority, 
and she must know how to share her responsibilities 
wisely and generously. She must know the needs of 
her institution and of the world outside. She must 
keep the hospital functioning smoothly and efficiently 
while making provision for the future. 
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And what does this future hold? Who can tell? We 
are indeed living in a changing world. Our political 
and economic ideas, even our very life itself is tre- 
mendously influenced by upheavals, especially in 
Europe. Can we expect that our country alone is to 
be spared, or is it not well for us to give some thought 
to our own preparedness? Are we, for instance, pre- 
pared to make the personal sacrifices which the future 
may demand of us? Is it not expedient that we reli- 
gious develop within ourselves and inculcate in every 
member of our personnel, in our Sisterhoods, a spirit 
of sacrifice and loyalty to Christ that we may be ready 
to meet courageously even extreme demands, should 
they come? Father Schwitalla, in these stirring words 
of his presidential address, which I am taking the 
liberty to quote, made the following plea for personal 
and institutional preparedness : 

The fogs and clouds of the future are so dense that 
no human being can penetrate them. What all this will 
mean five, ten years from now, no human being can tell 
us. Will it be true as some observers and thinkers have 
warned us that the world will never again be the world 
of 1939, just as today we recognize that the world today 
is different in attitudes and trends from the world of 
1929? These thinkers tell us that profound as the changes 
in human society and government have been in the last 
ten years, they will look to us immutably stable when 
compared with the changes which we must anticipate 
within the next decade. 

All, therefore, that I plead for is that we as Religious 
carry out our work for the love of Christ and for eternal 
and unchangeable objectives; that we strive with greater 
energy than ever before perhaps in the history of our 
Religious Orders to keep a supernatural viewpoint. 

And in this striving the Sister Superintendent must 
be the inspiration of all in her hospital. Let not the 
thought of this magnificent goal stagger her, for 
Divine Power is still with the Sister Superintendents 
of all our hospitals, ready to move mountains if they 
but keep their faith in Him and trust Him for all 
things great and small. 


The Sister Admitting Officer 


Upon the Sister Admitting Officer depends the very 
important task of creating in the public a spirit of 
confidence in the hospital. The first impressions re- 
ceived by a patient and his relatives and friends often 
accompany them throughout the entire illness of the 
patient and long afterwards. It is her friendly, pa- 
tient, yet businesslike and alert attitude which makes 
the patient feel that he can safely entrust himself to 
the care of the institution. Let her, therefore, make 
the patient feel that she is pleased he has come to the 
institution where everyone will be happy to serve 
him. 

The Sister Admitting Officer makes the initial ar- 
rangements with the patient. During the interview 
she attempts to put the patient at ease, as this is 
really a strenuous ordeal for him. He is leaving his 
home and friends and entrusting his life, in many 
instances, to the care of persons he has never before 
met. Who can wonder if he be emotionally upset 
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since he is physically ill and, therefore, not at his 
best mentally or emotionally ? 

One of the first duties of the Admitting Sister is 
to obtain a social history of the patient, and then 
usually to agree upon financial arrangements. This, of 
course, must be done in an unobtrusive and very 
considerate manner. It is not advisable to hold such 
interviews over the admitting desk, but it is well to 
allow the patient to be seated away from the main 
office that he may not feel the need of hurrying or 
be distressed by the presence of others. A good plan 
is to ask the patient how he would like to take care 
of his bill, whether he wishes to pay in advance or 
prefers a weekly statement. Generally the patient 
will appreciate a clear understanding of his approxi- 
mate expenses, that he may satisfactorily arrange to 
meet them. 

Although ever courteous and considerate of the 
patient, the Admitting Sister will bear in mind that 
she has a serious obligation to her Community. The 
original and operating costs of hospitals are tre- 
mendous, and upon the good business ability of the 
Sister Admitting Officer often depends the collecting 
of large sums of money justly due the hospital. No 
institution can function properly unless sound and 
practical business policies are enforced. There must 
be a happy combination, therefore, of charity and 
business, and the Sister in the admitting office must 
know when and how charity is to be dispensed with- 
out letting herself be imposed upon by undeserving 
persons. 

The duties of the Sister Admitting Officer create 
for her numerous important relationships. It is she 
who comes in daily contact with the physicians, with 
the resident staff, and with the personnel of practically 
every department of the hospital. Her pleasant greet- 
ing may be just the word needed to start the day 
right for the attending physician, to make him feel 
that he is really wanted in the hospital. Again, it is 
through this office that members of the resident staff 
are notified of the admissions of patients and of the 
messages left for them by attending physicians and 
departmental nursing personnel. Much can be done, 
therefore, in this office either to lighten or increase 
the load of the intern’s duties. Congenial relation- 
ships between nursing and departmental supervisors 
may also be fostered in the admission office. 

The Sister Admitting Officer is, of course, directly 
responsible to the superintendent of the hospital for 
the policies she carries out, unless, as in certain insti- 
tutions, the admission of patients is done through a 
social-service department. In the latter instance, the 
procedure would, of course, vary somewhat. The one 
here discussed is the one most frequently followed 
in the general and private hospital. 

From all that has been said, it is evident that the 
Sister Admitting Officer must be a_ well-prepared 
executive, one who has been wisely selected and is 
well qualified to fill this important position. 
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The Sister Financial Officer 


The financial problem is always an important factor 
in hospital administration, regardless of the size of 
the hospital. The Sister who fills the important posi- 
tion of financial officer must be well prepared as well 
as wisely selected. First of all, she will be a good 
religious, one who has a spirit of faith and courage 
that will enable her to carry on even when prospects 
are dark and finances low. She will be possessed of 
practical business ability; she will be prudent and a 
person of broad vision. It is well for her to have an 
even, cheerful, and buoyant temperament. She will 
be informed not only of the needs of the hospital, that 
is, the needs calling for an outlay of money, but also 
of the amount of money available to meet these needs. 

Since in financial offices frequent demands are 
made for statistical and financial reports, it is im- 
portant that there be some method of producing cost 
findings. It is advisable, therefore, that the Sister 
Financial Officer has had formal courses in budget- 
ing, accounting, and cost methods and in statistics. 

The relationships created by the duties of the 
Sister Financial Officer are numerous and _ varied. 
She must have an accurate method of ascertaining 
the expenses and income of all the special depart- 
ments, and of compiling from the admitting office a 
record of similar income and expense regarding board 
and room. The scope of this paper, however, precludes 
going into detail about the numerous relationships 
thus created. 

The Sister Financial Officer should at any time 
be prepared to render an accurate account of the 
finances and also to evaluate the financial status of 
the institution, thus assisting the Superiors to estimate 
the obligations and possibilities for improvement of 
the institution. Another important duty of the Sister 
Financial Officer is to prepare her books for the 
montly inspection by the Sister Superintendent and 
her advisory board. In turn, the Sister Superintendent 
is responsible to her higher Superiors. These monthly 
accounts are incorporated into semiannual reports, 
which are again submitted by the higher Superior to 
the administrative board. These procedures, of course, 
must be carried out always in accord with the regula- 
tions and policies of the individual institution. 


The Sister Business Manager 


The financial office and the business office are 
necessarily closely related. This business division 
embraces departments not directly concerned with 
the professional service. It may be divided into the 
department for the maintenance of the building, 
grounds, equipment, and furnishings, and into the 
department of purchase and supply. It is the latter 
department that we shall especially consider. 

The Sister Business Manager or, as we shall think 
of her, the buyer, should have a general business 
knowledge in order to be well prepared for this 
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office. With few exceptions she does all the purchasing 
and, therefore, must have a ready knowledge of the 
general and the particular needs of all departments. 
Personally, she ought to be equipped to secure and 
maintain the closest cooperation of the supervising 
personnel of the hospital. The Sister Buyer may inter- 
view the divisional supervisor before purchases are 
made. Doing so creates a nice spirit between her and 
the departmental supervisor, and the knowledge 
gained by the latter may be of assistance in the 
future, perhaps, in purchasing for a smaller hospital. 
In the dietary department where student teaching is 
done, buying through that department is required in 
order to give the students experience in purchasing 
and in administrative control of such a service. 

The Sister Business Manager not only places the 
order, after conferring with the Sister Financial 
Officer and the Sister Superintendent, but she also 
receives the purchased goods and checks them for 
quantity and quality. Through her the goods are 
issued as requested, and proper accounting is made of 
the purchase and issue. 

The buyer must be well versed in the art of pur- 
chasing that she may have on hand a sufficient 
quantity and variety of supplies and yet not over- 
stock. The keeping of an inventory is, of course, essen- 
tial. The buyer knows reliable firms upon whom she 
can depend and does not allow herself to be misled 
by apparent bargains from doubtful dealers. The 
reliability of firms which are permitted to advertise 
in Hosprrat Procress or to participate in the annual 
exhibition at the Convention of our Catholic Hospital 
Association is unquestioned. 

The Sister Buyer has a direct relationship with 
the Sister Financial Officer who, in turn, reports to 
and consults the Sister Superintendent. If the institu- 
tion is operating on a budget, she will, of course, plan 
her buying accordingly. This system, undoubtedly, 
has great value and in order to function properly, 
individual departments should also be on a budget. 
Where budgeting is done, the departmental super- 
visors and the Sister Buyer must often anticipate 
future needs and plan the buying accordingly. Once a 
satisfactory budget allowance has been established, 
every effort should be made to operate within its 
limits. This estimate is best determined by the fore- 
casting of income, as well as expense, according to 
the financial accounts. The cooperation of the in- 
dividual departmental supervisors should be sought at 
the time the budget estimates are being prepared. If 
they have a share in its preparation, they will naturally 
have a greater interest in keeping within its operating 
limits. The Sister Business Manager is, of course, 
responsible to the Board and to her higher Superiors 
for the carrying out of the business policies of the 
institution. The budget estimate, as well as its control, 
is an example of her responsibility to the governing 
body. 
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Conclusion 


It is ideal to have a specially prepared person for 
each of the offices we have discussed. In large institu- 
tions this may be possible and sometimes even neces- 
sary; in smaller hospitals, however, such division of 
duties is not possible or even advisable. Circumstances 
may be such that the functions of these various offices 
may be carried out by the Sister Superintendent or 
by the Sister Administrator or by some other person 
educated for this work. It may not always be possible 
to put into practice all these ideals of administration 
— general budgetary control, for instance. It may be 
necessary or advisable to begin this control with one 
or more special departments and work toward cen- 
tralization of the system. 

I know how we all feel when we read and hear 
about these highly centralized, systematized institu- 
tions. Some of us may even be inclined to feel dis- 
couraged or convinced that we are inefficient in 
conducting our hospitals when we hear the ideal of 
Catholic hospital administration presented to us. We 
need not be, however, since an ideal is something to 
be striven for, not something easy of attainment. We 
are all aware that policies advocated 25 years ago 
seemed just as impossible of fulfillment then as do 
those enunciated today. With effort and sacrifice on 
our part, with faith and trust in God, we can hope in 
His own good time to attain the ideals set before us. 
In thankful appreciation to God for all He has al- 
ready done in bringing about the magnificent develop- 
ments in our Catholic hospitals, will we not pledge 
ourselves anew to continued striving in the high type 
of service that is ours? 

Our late Holy Father of blessed memory said that 
no Catholic has in these times the right to be satisfied 
with mediocrity. Much less, then, have we, to whom 
has been entrusted the work of Christ Himself, any 
right to be satisfied with mediocrity in our various 
fields of hospital activity. In His love and His grace 
let us continue to find motivation and inspiration for 
the achievement of superior excellence in all our 
institutions, but always with the spiritual objective 
paramount: the welfare of souls through physical, 
mental, and spiritual care of the sick — efficient nurs- 
ing care, actuated by sound scientific principles and 
motivated by a genuine love of Christ in the suffering 
members of His Mystical Body. 
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Federal Policies With Reference to 
Hospitals 


I HAVE been asked to address you on the subject 
of “Federal Policies with Reference to Hospitals.”* 

It might be well to review the history of the de- 
velopment of federal hospitals as a foundation for 
a discussion of this subject. 

There are 330 federal hospitals with a total bed 
capacity of 96,338. Eight additional hospitals are in 
course of construction,.and several others have been 
authorized and money appropriated. When they are 
completed, the total bed capacity will be more than 
100,000 or 10 per cent of all hospital beds in the 
United States. 


Federally Owned and Controlled Hospitals 


Hospitals owned and operated by the federal 
government fall into five main classifications: 

1. Hospitals that are under the control of the 
Medical Department of the United States Army. 
These hospitals are located for the larger part in 
army posts and are used for the care of the sick and 
wounded soldiers in active service and their families. 





*Paper presented at Second Institute on Hospital Administration, held at 
St. Louis University School of Medicine, St. Louis, Mo., June 24—July ‘22, 
1940. 
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Retired army officers and retired soldiers of the 
regular service are also eligible for care and treatment 
in these hospitals. For the most part they are general 
hospitals, but in several instances special hospitals 
for the care of patients suffering from tuberculosis 
and other specific diseases have been established in 
different places throughout the country and our insular 
possessions. These hospitals are supported entirely 
with funds appropriated for them through the Medical 
Department of the Army. They receive a small income 
for charges made for the care of the members of the 
families of the men and women in the military service. 

2. The Navy hospitals have grown from the four 
that were first established at Norfolk in 1830, at 
Philadelphia in 1832, at Chelsea, Massachusetts, in 
1836, and at Brooklyn in 1838, to 77 hospitals and 
dispensaries containing 8000 beds which are at present 
in operation. These hospitals are used for the care 
of officers and enlisted men and retired officers and 
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enlisted men of the United States Navy under the 
same general provisions under which the hospitals of 
the Medical Department of the Army are used. The 
Medical Department of the Navy has under construc- 
tion a medical center and hospital at Bethesda, Mary- 
land, in close proximity to the medical center of the 
United States Public Health Service which has just 
been completed. 

3. The hospitals of the United States Public Health 
Service, the first of which was established at Wash- 
ington Point, Norfolk County, Virginia, in 1801, now 
number 27 with a bed capacity of 8000. In addition 
to general hospitals for the care of sick and disabled 
seamen of the Merchant Marine and the coast guards, 
the United States Public Health Service has under 
its direction leprosaria, hospitals for drug addicts, and 
hospitals for the care of mental cases, one of the 
largest of which is Saint Elizabeth’s Hospital located 
in Washington, D. C., which cares for a constant 
of 7000 patients and has recently been placed under 
the jurisdiction of the Surgeon General of the Public 
Health Service. It also controls the tuberculosis sani- 
tarium at Fort Stanton, New Mexico. There has been 
completed recently in Bethesda, Maryland, a large 
hospital and medical center with extensive research 
laboratories which are under the immediate control 
of the United States Public Health Service. 

4. The Veterans Bureau hospitals number 84, car- 
ing for a daily average of 68,000 patients. The 
Veterans Bureau is charged with the responsibility of 
care and treatment of discharged veterans of all our 
wars together with the care and treatment of members 
of the families of these veterans in.special instances. 
The United States Public Health Service as well as 
the Veterans Bureau provide for hospital care of the 
people for whom they are responsible under contract 
with hospitals that are not under their control in those 
cities and places where they have no hospital and until 
such a time as the patient can be removed for care 
to one of their established hospitals. 

5. During recent years, the Indian Service has built 
and established new hospitals, modern in type, on 
many of the Indian reservations for the hospital and 
medical care of these wards of the federal government. 
They give hospital care to Indians of all ages and of 
both sexes who are in need and who apply for such 
care. 

In addition to these five main classifications, the 
federal government owns and operates a hospital at 
Ancon, Canal Zone, under the control of the Medical 
Department of the Army and another at Colon, 
Panama, under the control of the Medical Department 
of the Navy; both are used for the care and treat- 
ment of employees of the Canal Zone and their 
families. 

In the District of Columbia the federal government 
participates in the support and administrative direc- 
tion of the Gallinger Municipal Hospital, the munici- 
pal hospital of the District of Columbia. 
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The total bed capacity of all hospitals owned and 
operated by the federal government in all of these 
categories is 96,338. They take care of a daily average 
of 75,000 patients suffering from every form of disease. 
Their general support comes from the federal govern- 
ment, and except in those cases where these hospitals 
care for members of the families of those for whom 
they are responsible, they do not enter into competi- 
tion with other hospitals. 


Federally Subsidized Hospitals 


Due to the changing trend of the times and to a 
more extensive and certainly a more sound social pro- 
gram, the federal government has concerned itself 
with the provision of hospital care for all classes of 
our population. It has furnished the funds to build 
and rehabilitate through the WPA and PWA between 
400 and 500 hospitals widely scattered throughout 
the United States, located for the most part in smaller 
cities, but in some instances in metropolitan areas. 
These hospitals which have received federal financial 
assistance are, almost without exception, institutions 
owned by the state, county, city, or some other 
political subdivision. Their financial support comes in 
a very large measure from tax sources. A majority of 
these hospitals receive patients who are able to pay 
for hospital care and do pay its costs in part or in 
whole. To this extent — and the practice is growing — 
they are in competition with voluntary hospitals 
owned and operated by religious orders, organizations 
of philanthropic citizens, churches, and charitable 
associations of a similar nature. In a majority of in- 
stances the financial assistance extended by the federal 
government to these institutions has been in the form 
of direct grants which will not be repaid to the federal 
government and in a few instances in the form of 
loans extending over a long period at a very favorable 
rate of interest. 

The trend of the federal government’s thinking is 
undoubtedly toward effecting some arrangement either 
by outright gifts or loans for the construction and 
operation of institutions ostensibly: for the care of 
people in the lower income group who are unable to 
pay for hospital services, except’ in a very few in- 
stances, and in this manner bring to rural populations 
and to certain metropolitan areas, which do not other- 
wise build and support hospitals, the benefits and 
advantages of good hospital care. This is the philoso- 
phy of the federal government’s thinking in whatever 
legislation with this intent that has been introduced 
into Congress or has been proposed by the various 
agencies of the government whose chief concern is 
social betterment. 


An Evaluation of Government Policies 
Like many, if not all, proposals for the benefit of 
humankind conceived and implemented by govern- 
ment thinking, these plans will in all probability be 
abused; the purpose of the loans will be misinter- 
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preted and misapplied to some extent; and many 
things will be done which should not be done in the 
name of the legislation enacted and under its au- 
thority. 

Regardless of the high plane upon which the prin- 
ciple established, how sound the logic may be, and 
how justified the reasoning, when the mechanics of 
constructing, administering, and operating these in- 
stitutions are applied, there will be in all probability 
a wide departure from the honest intent of the pro- 
ponents of such federal legislation. But there will be a 
great amount of good accomplished. We cannot help 
but be reminded of Ex-president Hoover’s comment 
when he expressed himself in relation to hospital care 
for our people in the following words: 


The growth of voluntary hospitals in this country is 
one of the finest manifestations of the quality of oppor- 
tunity that is the foremost aspiration of the American 
people. Our citizens will never rest content until the 
poorest children in our cities, the loneliest mothers on 
our most isolated farms, have the comfort and protection 
of such institutions. 


How much we may be interested in the professional 
success and in the financial support of our own insti- 
tutions, certainly none of us would want any con- 
siderable group of our population, whether rural or 
metropolitan, deprived of good hospital care if volun- 
tary charitable organizations cannot find ways and 
means for providing and financing it. It is undoubtedly 
a proper conception of the federal government’s re- 
sponsibility to its people that the care of the sick 
should be taken as a serious obligation of govern- 
ment, and proper means for discharging that obliga- 
tion should be implemented. But such action on the 
part of government should be taken only when private 
and volintary agencies have found the burden of 
hospital care and relief of the population beyond 
their physical and financial abilities to assume. 

A great deal has been said by the President and his 
advisers in portrayal of the ideal partnership between 
government and voluntary agencies, and emphasis 
has been placed upon the governmental principle that 
no law should be enacted, no action of any kind taken, 
which would impair the fine service of the voluntary 
or private hospitals, or in any way make their 
permanence as good institutions insecure. We must 
accept these expressions of thought by the President 
and his advisers as honest expressions and as honest 
intent. 

Government planning should find no excuses for 
establishing institutions where existing voluntary 
agencies have ample facilities and use them for the 
successful care of all classes of our population, in- 
digents as well as the well to do, and where they are 
discharging their responsibilities in full to the com- 
munity sick. It must be recognized that in all this 
government planning there is a serious threat toward 
the permanency and continuity of good performance 
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of our voluntary hospitals, and in order to safeguard 
their own interests our institutions must carefully 
examine where there is danger and consistently and 
forcefully oppose any federal policies, legislative or 
regulatory, which not only threaten but fail to insure 
the best interests of our voluntary institutions. 

The partnership of government with voluntary and 
private agencies should in no way be a shadow: it 
should be the substance of careful planning and faith- 
ful performance of all the principles of a satisfactory 
and successful partnership. The rules of good con- 
duct of this partnership should not be violated either 
by the voluntary institutions or the federal agencies. 
But instead there should be a careful consideration of 
each other’s areas of activity, an interest in profes- 
sional accomplishment, a safeguarding of the people’s 
welfare where government should not supplant but 
should supplement the efforts of our voluntary insti- 
tutions. This applies not only to hospitals but, with 
equal force and equal justice, to whatever phase of 
social betterment with which both voluntary agencies 
and the government may be concerned. 

Long before government began to think of its 
responsibility for the hospital and medical care of 
its people, the voluntary agencies — and particularly 
the Religious Orders — undertook the work of caring 
for the poor in a spirit of charity. It was many years 
before government began to concern itself to the ex- 
tent of providing hospitals for the care of the sick. 
And to this day the great majority of the people who 
are admitted to hospitals are admitted to our volun- 
tary institutions rather than to our government hos- 
pitals almost in the proportion of three to one. 

It is generally accepted as fundamental that the 
responsibility for the medical and hospital care of 
the indigent patient is a governmental responsibility, 
and that it begins at the moment when the voluntary 
charitable organizations have assumed all the burden 
of care that they possibly can carry and there are no 
other than government measures which can be pro- 
vided for the care of the remainder. 

In the care of the average patient in the modern 
hospital more than one hundred skills are employed, 
and in order to discharge this quality of service the 
ratio of employees to patients is very close to one to 
one. The increasing cost of hospital operation, varying 
from 14 cents per patient hour for service that costs 
$3.50 a day to 25 cents per patient hour for service 
that costs $6.00 a day, has created a problem of finan- 
cial support for our institutions which has become a 
very serious one. 

But with all of this development in hospital care, 
with its attendant increased cost, our voluntary in- 
stitutions would lose their most valuable possession 
by adopting the principle that someone, the patient, 
the government, or some tax agency, must pay for 
every patient admitted to our institutions; that some- 
one must pay directly a dollar in money for a dollar 
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of service rendered the patient. In other words, with 
such an attitude the voluntary hospitals would admit 
no indigent patient in fulfillment of their ideals of 
charity for the sick, but would be remunerated for 
every patient regardless of whether he was poor or 
well to do. 

While the trend in government policy seems to be 
to provide more and more toward the cost of hospital 
care for the indigent, this policy should not be per- 
mitted to deprive hospitals either of their desire or of 
their right to perform their Christian obligation of 
extending charity to those of their people who are in 
need and without funds. Our voluntary hospitals must 
in the future, as they are doing now and have done in 
the past, depend upon the appeals to philanthropy 
for their future financial support. Philanthropy has 
never failed them when they have done their share 
in the name of charity. 

It is unfortunate, to my way of thinking, that volun- 
tary hospitals should demand remuneration for the 
care of all the sick from some individuals or the tax 
agencies, leaving no field or at best but a limited 
field for the exercise of that best of all virtues, 
charity. In my own thinking, a better policy would be 
for government to stand by as a silent but a sympa- 
thetic and understanding partner to support the volun- 
tary hospital so that-it may be able not only to give 
and extend its charity but to maintain a high profes- 
sional standard of performance. Nothing should ever 
be done to deprive the voluntary hospital of the value 
of its appeal for public support by taking away or in 
any degree lessening the charitable aspect and the 
charitable performance of the institution. In times 
past, and I think at present, hospitals have been the 
favorites of philanthropy. In as great a degree as any 
other institutions or agencies, hospitals have received 
immediate support from the charitably minded of 
their communities. 

The principle of having the government pay for 
all patients who cannot otherwise pay their hospital 
costs is attended by three important hazards. The 
first, and most serious, is the change in the character 
of our voluntary institutions from charitable institu- 
tions to commercial organizations asking and receiving 
their pound of flesh; the second is the introduction 
of governmental supervision, with its attendant 
government interference, into the policies and conduct 
of our voluntary institutions; and the third is a 
lamentable lowering of the standard of professional 
and hospital care in order to provide service com- 





HOSPITAL PROGRESS 15 
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mensurate with the greatly reduced rate which the 
federal government might insist upon paying the hos- 
pitals for patient care. 

But the government should not lag in giving its 
financial support to voluntary hospitals by way of 
needed loans with long term maturity and at low 
rates of interest. Hospitals, as a general rule, are good 
financial risks for not only the physical assets of the 
institution stand back of them but the faith, honesty, 
and good purpose of the people who operate them 
constitute a moral security that is not paralleled in 
any line of business. Hospitals are permanent insti- 
tutions owned, operated, and supported by the people, 
whether these hospitals are the property of Religious 
Orders, of churches, or of voluntary organizations. 

If such a policy were established by the federal 
government, it would involve a comparatively small 
sum, all of which would be returned together with 
the interest charges, and this sum would be put into 
active operation for the moral, physical, and social 
betterment of all our people. Such funds will con- 
tribute toward the maintenance of the present high 
standard of hospitals, permitting them to extend their 
charity to a larger number of people; giving a better 
accounting of the stewardship of the funds which have 
been given them in the past and will be given them in 
the future; saving them from unwholesome govern- 
mental direction and regulation; and finally insuring 
their permanency as voluntary institutions. 








Trends in Hospital Law 


OUR charitable institutions are a necessity to our 
democracy.* They spring from the same roots as 
churches and schools; they are the means by which 
Christian charity is promulgated. May we, at the 
outset, ask a question or two? Are our Catholic insti- 
tutions, hospitals, orphanages, asylums, churches, and 
schools, Catholic enough? How do they differ from 
similar institutions? Are our charitable institutions 
really charitable? More so than our private profit 
institutions? Catholic thought and Catholic action 
must be paramount in our every thought, word, and 
deed. 

The law plays an important part in this hospital 
business of ours, and it is “up to us” to keep informed. 
When an opportunity presents itself to act in unison 
for the advantage of our Catholic charitable institu- 
tions, are we ready and willing to do our part? 


Theory or Practice 

The general rule no longer exempts non-profit or 
charitable institutions from liability. It seems now 
to be the settled law in California’ that the charter 
of itself does not control the question whether the 
corporation is organized for charitable purposes. The 
corporation must not only call itself a charity, but it 
must so conduct its business as to be in truth a 
philanthropic organization. This decision seems to be 
directed to the imposition of liability on charitable 
hospitals. However, an earlier case* in the same state 
established the principle that if a corporation is essen- 
tially a charitable one, the mere fact that one of its 
departments, the X-ray laboratory, earns a profit, does 
not affect,the general character of the institution, and 
further, the department showing a profit is not to be 
considered apart from the hospital itself in determin- 
ing its status. Notice the tendency to be less generous 
in fact and construction. In the recent case of Silva 
v. Providence Hospital of Oakland,’ the Court held 
that not only the purpose of a corporation but its 
manner of operating determine its charitable char- 
acter. Evidence sustained the finding that the hospital 
was operated for profit notwithstanding that general 
purposes might have been charitable. The hospital 
was held liable for the negligence of its servants. In 
Oregon, the Court held, in the case of Hamilton v. 
Cornwallis General Hospital, that the failure of the 
defendant to make a profit did not prove that it was 
a charitable corporation, and further “An important 
feature of this case is the absence of any charitable 
trust for the defendant to administer. There is no 
income from a fund or funds created by ‘contribution 
of benevolent and charitably minded persons’ to be 





*Paper presented at Second Institute on Hospital Administration, held at 
St. Louis University School of Medicine, St. Louis, Mo., June 24—July 22, 
1940. 
1England v. Hospital of the Good Samaritan, 61 P (2) 48, Calif., 1936. 
Affirmed in 88 P (2) 227, May 15, 1939. 
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used by the association in relieving the distress of the 
needy. Even the trustees of the association have a 
personal interest in the operation of the institution.” 
The Courts are questioning more and more the grant- 
ing of immunity from liability for damages solely on 
the basis of the form of incorporation. Proof that the 
organization is charitable in fact as well as name is 
being demanded. In Boetcher v. Budd in North 
Dakota,’ the defendant was operating the hospital 
under a contract with an association for three years, 
all profits to be retained by him. The Court held that 
the facts did not substantiate the argument that the 
defendant was managing a charitable hospital and 
was, therefore, liable for the negligence of the nurses. 
The Evangelical Lutheran Hospital Association in 
Nebraska" was supported by subscriptions of stock- 
holders and dividends were declared on this stock. 
This is a clear case in which the hospital was not 
organized as a charity. In the Arizona case of Southern 
Methodist Hospital and Sanatorium in Tucson v. 
Wilson,’ which appealed twice, the court definitely 
stated that “the test is not whether the patients of 
the hospital pay more or less for their services, but 
whether those charged with its operation were con- 
ducting it for their private profit or advantage.” New 
York concurs in saying that an institution receiving 
pay patients does not change its status as a charitable 
organization.” A Missouri hospital was even allowed 
to recover a judgment for services rendered a patient, 
holding that the trustees had the right to recover 
money owing to the charitable trust.” 

Courts are showing less generosity in granting 
hospitals immunity from liability. The case is not 
made out when it is determined whether the hospital 
is really charitable or not, the question of liability 
is very pertinent. The current against hospitals is 
gaining momentum and the general opinion, that 
modern conditions do not justify special exemption, 
is increasing. In fact, in this era, the whole social 
and political structure is undergoing a change. There 
can be no general rule for all cases. Decisions are so 
voluminous and scattered that the actual or potential 
menace of each cannot be estimated. Instead of in- 


*Ritchie v. Long Beach Community Hospital, 34 P (2) 771, Calif., 1934, 

887 P (2) 374, Calif. App., 1939. 

4146 Ore. 167; 30 P (2) 9. 

561 N. D. 50; 237 N.W. 650. 

*Malcolm v. Evangelical Lutheran Hospital Association, 107 Neb. 101; 
185 N.W. 330. 

74§ Ariz. 507; 46 P (2) 118. 

8Collins v. New York P. G. Medical School and Hospital, 59 App. Div. 
63; 69 N. Y. S. 106. See also McDonald v. Mass. General Hospital, 120 
Mass. 432. 

Barnes Hospital et al. v. Schultz 90 S.W. (2) 164, Mo. 
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vestigating state for state, let us look at the national 
picture from the various cases which have been de- 
cided on important hospital questions. These deci- 
sions might be classed in three general groups, one 
which holds the hospital immune from all liability 
for the injurious acts of its servants or employees; 
another which holds the private charitable hospital 
just as liable as any other individual or corporation ; 
and a third, which avoids the two extremes and in 
which most of the states concur, imposes liability or 
grants immunity under certain circumstances. 


Paying Patient 

To just what extent is the hospital liable for in- 
juries to a paying patient? In spite of the fact that 
such institutions are charitable some courts hold that 
the hospitals should be held responsible for the injury 
or death of a paying patient due to the negligence of 
its employees. Georgia,’ however, is not as exacting 
in this point as some of the other states. It limits 
liability only to the extent of funds received from 
paying patients or other sources not charitable. It 
should be recognized that at the present time pro- 
tection tends toward the individual rather than 
toward the institution. The fact that the defendant 
in a New York case accepted pay for its services was 
held by the court not to amount to a waiver of its 
right to claim an exemption from liability for the 
negligence of its nurses.”’ 


Negligence of Servants 

The majority of states still hold that a private 
hospital operated as a charity is not liable for negli- 
gence of employees where proper care was exercised in 
selecting them."* The Supreme Court of Maine said, 
“No principle of law seems to be better established, 
both upon reason and authority, than that which de- 
clares that a purely charitable institution, supported 
by funds furnished by private and public charity, can- 
not be made liable in damages for the negligent acts 
of its servants.” 

Other courts held the hospital not liable unless it 
failed to use due care in the selection or retention of 
the servants who caused the injury. The burden of 
proof is on the plaintiff." Wisconsin gives as a reason 
that “the beneficiary of a charity impliedly waives 
his right to sue in tort for the injuries negligently 
caused by the carefully selected agents of his bene- 


factor,”"* and further “such a hospital undertakes not 


WRobertson v. 
432 Ga. 
‘Ward v. St. Vincent’s Hospital, 23 Misc. 
reversing 39 App. Div. 624, 57 N. Y. S. 784 
12Stine v. St. Vincent’s Hospital, 195 Ind. 350, 33 A. L. R. 1361. 
Roosen v. Peter Bent Brigham Hosp., 235 Mass. 66, 15 A. L. R. 563. 
Taylor v. Flower Deaconess Home, etc., 104 Ohio St. 61, 23 A. L. R. 900. 
Barnes v. Providence Sanitarium, Texas, 229 S.W. 588. Williamson v. St. 
Paul’s Sanitarium, 164 S.W. 36. Moore v. Mississippi Baptist Hospital, 156 
Miss. 676, 126 So. 465. Hendrickson v. Hodkin et al., 276 N. Y. 252. 
3Jensen v. Maine Eye and Ear Infirmary, 107 Me. 408, 78 Atl. 898. See 
also Waldman vy. Y. M. C. A. of Janesville, Wisconsin, 277 N.W. 632. 
MWaddell vy. Y. M. C. A., 15 N.E. (2) 140. (Ohio, 1938) Hartley v. 
Bishop Randall Hospital, 24 WY. 408, 160 Pac. 385. 
Morrison v. Henke, 165 Wis. 166, 170: 160 N.W. 
Silva v. Providence Hospital of Oakland, 87 P (2) 374. 


Executive Committee of Baptist Convention, 190 S.E. 


Rep. 91, 50 N. Y. S. 466, 


173, 175. See also 
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to heal or attempt to heal through the agency of 
others, but merely to supply others who will heal or 
attempt to heal on their own responsibility.””* Virginia 
concurred in this, saying that the only duty which a 
charitable hospital owes to its patients is the exercise 
of due care in the selection and retention of its serv- 
ants.” 

Recently more than ever before, it has been recom- 
mended that a hospital seek protection by carrying 
liability insurance. Often even when liability is estab- 
lished the hospital can successfully claim exemption 
because of its charitable character, but occasionally 
a hospital is assessed for large damages. Does the fact 
that a hospital carries insurance affect its standing 
in court? The courts have generally held that the fact 
of insurance is immaterial; that it would be guided 
by the laws of the state as to the liability in the 
case.” 

The difficult problem concerning the liability of a 
hospital for the negligence of its trained nurses is 
extensively discussed. The Minnesota case often 
quoted is the one where Lawrence Grotte had been 
admitted to the defendant’s hospital as a pneumonia 
patient. He became delirious and during the absence 
of attendants jumped from the second story window 
of his room and was killed. It was shown that the 
attendants knew of the patient’s delirious state for 
some forty hours before his death. The attending nurse 
left the window slightly open and left the room for 
about five minutes. The court held that the evidence 
of negligence was sufficient and that liability should 
be imposed even though the defendant was operating 
a charitable hospital: 


We do not believe that a policy of irresponsibility best 
subserves the beneficent purposes for which the hospital 
is maintained. We do not approve the public policy, 
which would require the widow and children of deceased, 
rather than the corporation, to suffer the loss incurred 
through the fault of the corporation’s employees, or, in 
other words, which would compel the persons damaged 
to contribute the amount of their loss to the purposes 
of even the most worthy corporation. We are of the 
opinion that public policy does not favor exemption from 
liability.” 

Plaintiff recovered judgment in the sum of $6,500. 

This leads us to another question. Is the nurse an 
agent of the hospital or of the physician? This de- 
pends upon the duties she is performing. Some courts 
hold that the surgeon is responsible for acts of nurse 
working with him on the operation.” There are many 
other cases in which the court decided that the nurse 


Morrison v. Henke, supra. 170 

Norfolk Protestant Hospital v. Plunkett, 162 Va. 151, 1938. 

Moore v. Miss. Baptist Hospital, 156 Miss. 676. See also West Suburban 
Hospital v. Julia Peck, Circuit Court for Kane County, Illinois, No. 61380. 
Plaintiff sued to recover for services rendered, defendant filed counterclaim 
for injuries sustained because of unsafe lobby steps. Defendant contended 
her counterclaim ought to succeed because of the fact the hospital was 
insured. Court held that it made no difference on the question of liability. 

Mullin Adm. v. Evangeliches Diakoniessenverein, 144 Minn. 372. 

~Ales v. Ryan, 64 P (2) 411, Calif. See also Emerson v. Chapman, 
138 Okla. 270. It is a rule in Oklahoma that the operating surgeon and 
not the hospital is responsible for the nurses, Hart v, Flower Hospital, 62 P 
(2) 1248. 
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was a private-duty nurse and in the employ of the 
patient and hence the hospital could not be held.” 


Liability for Injuries to Third Persons 


Is the hospital liable for injuries to employees, 
visitors, servants, or strangers? If the victim was not 
a beneficiary and not a patient and the defendant was 
guilty of negligence, most courts have held the hos- 
pital liable.** A case arose in Missouri where a plaintiff 
employee caught her hand in a defective ironing 
machine. Due to the fact that it was a charitable hos- 
pital the court decided in favor of the defendant. 
In another case the plaintiff was a student nurse and 
was assigned to a contagious case but was not so 
informed. The patient developed diphtheria and the 
plaintiff also contracted it. The court held that the 
defendant was negligent and that it was an adopted 
rule in that state that charitable hospitals were not 
to be held exempt from the consequences of their 
negligent acts. They are to be treated as all other 
individuals and corporations.” 

As to visitors, the Ohio Court held as a matter 
of law that there could be no recovery by a visitor 
unless there was sufficient proof that the hospital 
failed to exercise ordinary care.” In another case, 
the plaintiff was bringing some injured men into the 
hospital when he fell over a wire. It was an unfor- 
tunate accident but there was no negligence shown.” 
As in other cases, contributory negligence on the part 
of the plaintiff prevents recovery. A nurse employed 
by a patient, slipped on the floor of the room in which 
the patient was confined. The floor was covered with 
standard linoleum which had been cleaned and waxed 
in the ordinary manner. The nurse could have seen 
and did see the condition it was in and had previously 
complained about it but continued to discharge her 
duties. The hospital was compelled to exercise rea- 
sonable care, and the nurse failed to prove that it 
had not, and further the condition of the floor was as 
well known to the nurse as it was to the defendant, 
and she could not recover.”* Is a third person who 
enters the hospital as a visitor considered a beneficiary 
and therefore prevented from recovering for injuries 
sustained? The New Jersey Law says that she is. The 
plaintiff came to visit her daughter; she came volun- 
tarily and for her own purposes. She fell and was in- 
jured. She tried to show that the defendant was 





Kamps v. Crown Heights Hospital, Inc., 277 N. Y. 602, 1938. Ware 
v. Culp, California, 74 P (2) 283, Hoke v. Glann, 167 N. C. 594. Silva 
v. Providence Hospital of Oakland, Calif. 87 P (2) 374. See splendid article 
on “Hospital Responsibility for Professional Service of the Private-Duty 
Nurse,” by Sister M. Livinia, R.N., B.S., Hosprrat Procress, May, 1932, 
Vol. 13, p. 208. 

2Cowans v. N. C. Baptist Hosp., Inc., 197 N. C. 41. In Kolb v. Mon- 
mouth Memorial Hosp., 116 N. J. L. 118. Plaintiff recovered $9,750.00 for 
injuries sustained. Duvelius v. Sisters of Charity, 123 Ohio State 52. 

Whittaker v. St. Luke Hospital, 137 Mo. App. 116. See also Amery v. 
Jewish Hospital Association, 193 Ky. 400. 

%Hewitt v. Woman’s Hospital Aid Ass’n., 73 N. H. 556. See also Martha 
v. Flower Hospital, et al., 228 N. Y. 183. 

Note: An intern is an employee of the hospital within the meaning of 
the Workmen’s Compensation Act. Bernstein v. Beth Israel Hospital, et al., 
236 N. Y. 269. 

®Bonawitt v. Sisters of Charity, 43 Ohio App. 347, 183 N.E. 661. See also 
Daniel v. Jackson Infirmary, 173 Miss. 832, 1935. 
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negligent in not removing the wet spot on the stairs 
which was the cause of her fall. The court held that 
she was a recipient of the same benevolence as was 
the patient and applies the theory that public policy 
denies recovery.” 


Liability of the Profit Hospital 


Now let us consider the liability of the private 
profit hospital. Such hospitals, conducted for gain, 
have been held liable for the negligent and careless 
acts of nurses and other employees. The master is 
responsible for the acts of his servants if they are 
within the scope of his employment.” 

We shall note a few of these cases. One Baker 
brought a suit against Iterman and the New Castle 
Clinic. The Clinic urged as a defense that since a 
corporation cannot practice medicine, and the suit 
was for malpractice, that it should be relieved from 
liability. The court held that defendant Iterman was 
an agent and employee of the Clinic, and since the 
Clinic was a corporation organized for gain, that it 
was responsible for the acts of its agents and em- 
ployees, and the plaintiff recovered.” 

Mrs. Stevenson won an affirmation of a $5,000 
judgment in California against a hospital and a nurse. 
The patient was admitted to the hospital and treated 
for paralysis following a stroke. While learning to 
walk with the help of two nurses, one left her side to 
prepare a chair for the patient, the second nurse was 
unable to support her and she fell, painfully injuring 
herself.” 

In Maine, a patient had recovered $2,000 damages 
and her husband the sum of $500 at the first trial and 
now it was reduced to $500 and $200 respectively, be- 
cause there was conflict in the evidence as to con- 
tributory causes which brought about the injuries 
complained of. The question of liability, however, was 
not raised but just the extent of damages.” 

The much appealed and much discussed case of 
Hendrickson v. Hodkin merits our attention. At the 
first trial the question of importance was the liability 
for negligence of the physician. All three defendants, 
the hospital, physician, and nurse, were held respon- 
sible. But only the hospital appealed and on this 
appeal the complaint was dismissed because, as the 
court said: 

The rule is now well settled that a hospital, whether 
charitable or private, is immune from liability to patients 
by reason of the negligence of its doctors with respect to 
any matter relating to the patient’s medical care and 
attention.” 


*sAmmons vy. St. Peter's Hospital, Inc., 195 N. C. 548, 142 S.E. 765. 
“Mautino v. Sutter Hospital Ass’n., 211 Calif. 556; 296 P. 76. 
*8Boeckel v. Orange Memorial Hospital, 108 N. J. L. 453, 158 Atl. 832. 
See also Foley v. Wesson Memorial Hospital, 246 Mass. 363, 141 N.E. 113. 
Meridian Sanatorium v. Scruggs, 83 So. $32, Miss., Fawcett v. Ryder, 
135 N.W. 800, N. D., Duke Sanatorium v. Hearn, 159 Okla. 1, 13 P (2) 
183. Derrick v. Portland Eye, Ear, Nose and Throat Hospital, 105 Ore. 90, 
209 P. 344, Tate v. McCall Hospital, 196 S.E. 906, Ga. Green v. Biggs, 
167 N. C. 417, 83 S.E. 553. Flower Hospital v. Hart, 62 P (2) 1248, 
Oklahoma. Parrish v. Clark et ux, 145 So, 848, Florida. 
Baker v. Iterman, 11 N.E. 2, 64, Indiana. 
"Stevenson v. Alte Bates Inc., 66 P (2) 1265, California. 
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At the second trial the question was on the liability 
of a private institution for permitting treatment by 
a nonmedical practitioner. The court held “private 
noncharitable hospital corporations operated for profit 
are liable for the torts of their executive officers com- 
mitted within the general scope of their authority.” 
Further, that: 

In the case at bar the basis of liability is not the negli- 
gence of the doctor or nurse in charge, but the wrongful 
conduct of the executive manager and superintendent 
acting within the scope of his authority in offering for 
pay the use of the hospital and its facilities for the pur- 
pose of the commission of acts which constitute a tort, 
and a crime in violation of a duty owed a patient.” 
Noting a few of the facts we find that the defendant 
corporation permitted for several weeks, a nonmedical 
practitioner the use of hospital facilities to carry on 
his treatment. He held himself out as having a cancer 
cure which in fact injured the plaintiff to such an 
extent that after a few weeks no lip or chin remained 
and his teeth fell out. The manager and superintend- 
ent had the right and even the obligation to refuse 
facilities to one not authorized to practice medicine 
* under the state laws, and since they did not exercise 
reasonable care for the safety of this patient, they 
were held responsible. 


The Value of a Contract 
An interesting legal problem arose out of a contract 





*%2Yills v. Richardson, 125 Me. 12, retried in 126 Me. 244 

250 App. Div. 619, 294 N. Y. S. 982; discussed in Minnesota Law 
Review, Vol. 22, 1937-8, pp. 283-4. 

“Hendrickson v. Hodkin, et al., 276 N.Y 
619, 294 N. Y. S. 982. 


252, Reversing 250 App. Div. 
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in an Illinois Court in 1936 where a mother and her 
newborn son remained in the hospital for about ten 
days and upon their removal to their home the child 
developed erysipelas from which it died. The Illinois 
courts hold, as all others, that the hospital, even 
though it be charitable, is liable for the negligent acts 
of agent or employee in violating a valid contract. In 
this case there had been an agreement for the care 
of child and mother for a stipulated price, and had 
the plaintiff been able to prove that the child con- 
tracted erysipelas while in the hospital, because of 
the defendant’s negligence in caring for the child; i.e., 
in carrying out the terms of the contract, she might 
have recovered damages from the hospital.” 

We must interest the members of the legal profes- 
sion and instill in their minds the great responsibility 
in their hands. Members of the state legislatures 
should be approached and you will find each and 
every one of them anxious to learn of the legal status 
of such a democratic institution as our hospitals. An 
institution which cares for more than twelve million 
people a year is an important institution no matter 
how it is looked at. 

Are we working in unison with local and state or- 
ganizations for the strength of our hospitals and for 
the furtherance of our main purpose? Are we of help 
to the small hospital which perhaps does more real 
charity than the largest in our country? Are we prac- 
ticing Catholic Action and are we spreading love of 
Christ and of His poor, sick, and lame? Yes! Then 
continue in God’s name. 


“Mater v. Silver Cross Hospital, 2 N.E. (2), 138 


Phases of the Educational Program 
for Interns 


ANY adequate review of the literature dealing with 
educational programs for interns would include today 
an evaluation of a vast number of papers which have 
appeared in medical and hospital journals, particularly 
during the last five years. Such a review, to be fair to 
the writers of these contributions, would present 
arguments for a large variety of divergent viewpoints 
on numerous questions. It is not our intention here, 
therefore, to undertake such a review but more simply 
to report upon certain recent events which are of 
primary importance to the hospitals. 

The future fate of our hospitals, under the stimu- 
lation which has recently been applied to growing 
interest in the intern problem, must still be considered 
problematical when one bears in mind that on 
September 1, 1940, there were reported by the Ameri- 
can Medical Association (Journal of the American 
Medical Association, August 31, 1940) no fewer than 
6791 internships, and that the number of graduates of 





Alphonse M. Schwitalla, S.J. 


the 66 four-year schools of medicine will probably 
not exceed 4700. The acuteness of the problem from 
a statistical viewpoint becomes abundantly evident. 
From the educational viewpoint, a contrast no less 
striking, though to a casual reader much less obtrusive, 
is presented by the principle, emphasized by the Asso- 
ciation of American Medical Colleges that “the 
internship is now universally regarded as a part of the 
basic preparation for the practice of medicine and to 
be fully satisfactory must be integrated with the 
medical course proper.” (Resolution Adopted by the 
Association of American Medical Colleges, Ann Arbor, 
Mich., Oct. 29, 1940.) This resolution is at sharp 
variance with the viewpoint which has hitherto pre- 
vailed; namely, that the custody of the internship 
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was looked upon as the responsibility of the hospital 
in which the internship was found. In that older view- 
point little, if any, thought was given to the integra- 
tion of the internship with the medical curriculum 
but considerable thought was given to its integration 
with the hospital activities. 

The Association of American Medical Colleges has 
concerned itself for many years with the intern prob- 
lem. Long before the interest of the Association of 
American Medical Colleges, however, namely in 1914, 
the Council on Medical Education and Hospitals of 
the American Medical Association had published its 
standards of approved internships and had issued its 
first list of Hospitals Approved for Internships. The 
Association of American Medical Colleges at various 
times scheduled discussions of internships. In 1934, 
however, “the Association authorized the establishment 
of an Intern Placement Bureau which was to give 
free service to students with a good scholarship record 
who had failed in securing an internship and to ap- 
proved hospitals which, for one reason or another, had 
failed to secure their quota of interns.’”’ Committees of 
the three national hospital associations approved the 
establishment of the Intern Placement Bureau and 
cooperated with the Association of American Medical 
Colleges in preparing blanks for the use of the hospi- 
tals desiring interns and for the use of interns desiring 
hospital placement. 

A second project undertaken by the Association of 
American Medical Colleges was the fixing of a date 
early in the scholastic year prior to the beginning of 
the internship, .on which internship announcements 
were to be announced. This date, after extensive dis- 
cussion, is now temporarily fixed as November 15. 
Approval of this procedure is reported to be general 
and while it is recognized that in various areas another 
date than the one agreed upon might be more service- 
able, nevertheless the measure of uniformity which has 
been obtained through a fixed date is considered by 
some persons to have many valuable advantages. 

In addition to these administrative arrangements, 
the Association of American Medical Colleges, through 
the appointment of the Subcommittee on Intern Edu- 
cation of its Committee on Educational Policies, 
undertook to explore the quality and content of the 
internship. This project was stimulated largely by the 
publication of Dr. Jean Curran’s /nternships and 
Residencies (published by The Commonwealth Fund, 
New York City, in 1938). This Subcommittee made 
a report at a meeting of the Association at Cincinnati, 
Ohio, on October 22, 1939. In the opening paragraph 
of this report it is stated: “the undergraduate curric- 
ulum and internship program form a continuous se- 
quence and have a common objective. Principles which 
govern the success of one may be expected to apply 
with equal force to the other.” The report goes on to 
state that “if the ideal of uniformly good internship 
education is to be attained . . . it seems necessary to 
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give more thought to the education and qualification 
of attending staff members.” It also points out “the 
importance of the properly organized hospital service 
as an essential unit in the hospital’s educational 
program.” 

Assuming, therefore, that the professional qualifica- 
tions of staff members are such as can guarantee an 
adequate educational program for the intern and that 
hospital service is properly organized to give “diag- 
nostic and therapeutic care of high quality,” and 
assuming, furthermore, “that minimum standards have 
been met as to buildings, laboratories, record room, 
library, and house staff quarters,” the Subcommittee 
on Intern Education presented its first formulation of 
the “Essentials of an Adequate Educational Program 
for Interns and Residents.” 

This report was accepted by the Committee on Edu- 
cational Policies and the Subcommittee was authorized 
to continue its studies. At the meeting of the Associa- 
tion of American Medical Colleges in Ann Arbor, 
October 29, 1940, a continuation report of the Subcom- 
mittee on Intern Education was presented to the whole 
Association. In the meantime, the Association was 
active in other directions in dealing with the internship 
problem. A regional committee on internships was 
appointed in February, 1938, “following the instruc- 
tions of the Executive Council and the action of the 
Association.” The country was divided into eight 
regions. A Chairman who in each case was the dean of 
a school of medicine was appointed for each of these 
regions and eight regional committees were formed. 
These regional committees met during the scholastic 
year 1938-39. The report made at the Ann Arbor 
meeting calls attention to “an enthusiastic response to 
the program of cooperation between the hospitals and 
the medical schools. Many hospitals have already ap- 
proached the Committees for guidance and _ assist- 
ance.” The regional Committee on Internship disavows 
any intention of inspecting hospitals but is interested 
chiefly in developing “a plan of cooperation between 
medical schools and hospitals for their mutual respon- 
sibilities for the internship.” 

The question has naturally occurred and has been 
asked by many institutional members of the Catholic 
Hospital Association just how the activities of the 
Association of American Medical Colleges will affect 
our hospitals, particularly in view of the inspection of 
hospitals by the Council on Medical Education and 
Hospitals of the American Medical Association and 
in further view of the inspection of hospitals 
by the American College of Surgeons. It was 
feared on many sides that another inspecting group 
would concern itself with our institutions. This fear 
seems to have arisen from pronouncements at meetings 
of the Association. In 1939, “the Council (of the 
Association of American Medical Colleges) recom- 
mends that the Association assume responsibility for 
the approval of internships at an adequate educational 
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level and that the Executive Council be authorized 
to proceed with the formulation of minimum educa- 
tional standards of an acceptable internship and to 
prepare a list of hospitals meeting these standards.” 
In the minutes of the proceedings of the Ann Arbor 
meeting, it is, however, expressly stated “that the 
program of this Committee (the Regional Committee 
on Internships) should not be combined with that of 
the Council on Medical Education and Hospitals of 
the American Medical Association and that we (the 
Regional Committee) should not participate in the 
inspection of hospitals by that Council.” In the same 
report we read, “It has everywhere been emphasized 
that the plan is not one of inspecting hospitals but of 
setting up a plan of cooperation between the medical 
schools and the hospitals for their mutual responsi- 
bility for the internship and looking toward the 
strengthening of the internships in the hospitals and 
increased information for the medical schools for the 
benefit of the senior students.” (Minutes of the Pro- 
ceedings of the Fifty-First Annual Meeting, p. 51). It 
is obvious, therefore, that according to the decisions of 
the Association thus far, the hospitals need not antici- 
pate additional visits of inspection, but consultative 
and advisory visits may be requested by hospitals or, 
no doubt, by the medical schools. With reference, 
however, to standards for the internship the Associa- 
tion of American Medical Colleges has taken a definite 
position. At the meeting of the Association in 1939 the 
motion was carried “that the recommendation (of the 
Council of the Association) regarding internships — 
the formulation of a minimum educational standard, 
be adopted.” In the same meeting of the Association, 
the Subcommittee on Internship Education had 
already submitted as part of its report “minimum 
standards for intern education.” At the Ann Arbor 
meeting in 1940 the Association adopted a resolution 
favoring the drafting of minimum _ educational 
standards. The resolution reads as follows: 
“Inasmuch as the internship is now universally re- 
garded as a part of the basic preparation for the practice 
of medicine and to be fully satisfactory must be inte- 
grated with the medical course proper, the Association 


Essentials of an Adequate Educational Program 
for Interns and Residents 
Association of American Medical Colleges 


1. Better cooperation between the colleges and hos- 
pitals in intern selection and in the introduction of 
new interns to their duties. 

2. Systematic continued instruction and supervision 
of the interns, possibly with the guidance of a manual 
or procedure book. 
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of American Medical Colleges recommends that in co- 
operation with national and hospital organizations and 
the Federation of State Medical Boards and state licens- 
ing bodies, and after consultation with the Council on 
Medical Education and Hospitals of the American Medi- 
cal Association, minimum educational standards for the 
internship be formulated and a list of hospitals prepared 
which meet these standards.” 


Those who have been following the trend of the 
actions of the various Associations interested in this 
field point out that the formulation of minimum edu- 
cational standards for the internship would necessarily 
lead sooner or later to administrative procedures of 
one kind or another. In fact, in the resolution of the 
Association of American Medical Colleges a list of 
hospitals meeting such standards is explicitly contem- 
plated, though it is said this list is not to be a 
published list but only a list for the guidance of 
educational administrative officers. 

It cannot be forecast at the present time how the 
educational standards for the internship will finally 
be formulated by the Association of American Medical 
Colleges. Perhaps, however, some indication of trends 
may be found in the 1939 formulation as submitted 
by the Subcommittee on Intern Education. For the 
guidance of those, therefore, to whom these issues are 
of vital importance we have undertaken a compara- 
tive study of the Subcommittee’s formulation and of 
the Essentials in a Hospital Approved for Training 
Interns prepared by the Council on Medical Education 
and Hospitals of the American Medical Association — 
and of Essentials of Approved Residencies and Fellow- 
ships prepared by the same Council. It should be 
noted for the purpose of clarity that the “Essentials” 
of the Council on Medical Education and Hospitals of 
the American Medical Association are Essentials in a 
hospital Approved for the Training of Interns whereas 
the Essentials as formulated by the Subcommittee on 
Intern Education of the Association of American 
Medical Colleges concern themselves rather with an 
Adequate Educational Program for Interns. The two 
approaches, therefore, are not completely comparable. 
Nevertheless, a comparison is very suggestive. 


Essentials in a Hospital Approved for Training 
Interns and Essentials of Approved Residencies 
and Fellowships 
American Medical Association 


1. Not included. 


2. “All attending physicians should allow sufficient 
time at rounds to check the interns’ work and to in- 
struct them in connection with their patients. 

The interns should be encouraged to read medical 
literature in connection with their patients.” (VII, 5) 
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3. Adequate periods of assignment to a service 
(minimum of three to six months) and progression of 
responsibility. 


4. Adjustment of the intern case load. 


5. Definition of the legitimate boundaries of the 
interns’ experience in medicine, surgery, obstetrics, 
pediatrics, “specialties,” laboratory, private pavilion, 
and the ambulance. 


6. Development of appreciation of psychosomatic 
factors in patients on the various services. 


7. Consideration of social and environmental factors 
in health and disease. 

8. Selection, by the chief of the service, of an at- 
tending staff, with due consideration of their abilities 
as teachers and their willingness to supervise the 
interns. 


9. Regular departmental and interdepartmental con- 
ferences with active participation by the house staff. 
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“Detailed information (is desired) regarding the 
interns’ training and, therefore, each hospital should 
keep a weekly or monthly record of each intern’s 
work.” (VII, 6) 


3. “The intern service should cover at least twelve 
months and should be so arranged as to furnish the 
interns adequate instruction in medicine, pediatrics, 
obstetrics, surgery, and in the laboratory and X-ray 
departments.” (VII,3) .... 

“The Council approves rotating, mixed, and straight 
internships.” (VII, 2) 


4. “When a hospital has a shortage of interns a pro- 
vision should be made whereby the interns on duty 
may not be burdened by an unreasonable amount of 
history writing. In such instances it is recommended 
that a definite number of cases be assigned to the 
intern and that the other charts be completed by the 
attending physicians.” (VII, 4 (a) ) 


5. “It is emphasized that the object of the general 
internship is to round out the medical graduate’s train- 
ing so as to enable him to enter into the general 
practice of medicine and not to equip him to enter 
directly on any specialty. For the latter he should 
obtain further and different instruction.” (VII, 1) 


6. Not included. 


7. Not included. 


8. “There must be an organized staff of ethical phy- 
sicians who hold the degree of doctor of medicine from 
acceptable medical schools; who are of unquestioned 
professional and moral integrity; who are proficient 
in general practice or in the special fields to which 
they devote themselves; who give personal attention 
to the patients under their charge and who will provide 
adequate facilities, instruction, and that sympathetic 
cooperation without which interns and graduate stu- 
dents cannot obtain the practical training for which 
they are serving the hospital.” (II, 1) 


9. “The hospital staff shall conduct a_ regular 
monthly staff conference. . . . The interns should be 
expected to attend these meetings and take an active 
part.” (II, 3) 

“At least a weekly period should be arranged for 
conducting clinical-pathological conferences, X-ray 
lectures, or other special lectures or clinics for the 
interns.” (VII, 5) 

“Records of Interns’ Work (which should be weekly 
or monthly records) should include lectures attended ; 
clinics attended.” (VII, 6) 
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10. Regular daily rounds to guide the intern in case 


management and presentation of findings, and consul- 
tation by specialists with the intern present, in cases 
where consultation is desirable. 








11. Attendance at the outpatient clinics by the 


senior as well as junior visiting staff; and schedule 
participation by the interns in out-patient work. 





12. Modern standards of record keeping with reali- 
zation by the attending physicians of their responsi- 
bility for participation in, as well as supervision of 
the house staff. A record may be kept by the adminis- 
tration of the extent of the intern’s progress and 


experience. 





13. A regular program of lectures, seminars, round- 


table conferences, and journal clubs according to staff 
inclination and objective. 








14. Appointment of a Director of Intern Education 
to co-ordinate activities. 


15. A preventive as well as curative health program 
for the house staff. 


16. Residencies. 
A. Special requirements. 


1. Should be installed on services only if there 
are sufficient clinical resources. 


2. (a) Should be of at least one, and preferably 
two years or more duration, and 
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10. “All attending physicians should allow sufficient 
time at rounds to check the interns’ work and to in- 
struct them in connection with their patients. Special 
attention should be given at this time to dangerously 
ill patients, and the advice of other physicians on 
the staff should also be sought.” (VII, 5) 


11. “When facilities are available in the out-patient 
department, a regular service should be instituted for 
the interns if practicable, or else the work in this de- 
partment should be carried out in conjunction with the 
respective services in the hospital.” (VII, 4) (g) 


12. “A competent clerk should have charge of the 
records pertaining to patients. To be of educational 
value the records must be so handled as to be readily 
accessible when desired for special study or reference 
work. There should be an alphabetical index of 
patients with cross files according to diagnoses, opera- 
tions, etc. Lists should also be kept of patients accord- 
ing to departments, i.e., medical, surgical, obstetrical, 
pediatric, genito-urinary, gynecological, eye, ear, nose 
and throat, tuberculosis, etc. Hospital days, average 
daily census, deaths, and autopsies should likewise be 
classified by departments. Histories should be filed so 
as to be easily accessible. Complete monthly reports 
and annual summaries should be prepared covering the 
various hospital departments.” (VI, 3) 

“The interns should personally record a history, a 
physical examination, and their own diagnosis on priv- 
ate and ward patients on their service. The attending 
physician should in each instance check the intern’s 
work, call attention to errors and supplement the 
clinical records with any additional findings. The 
interns in following the progress of the patient should 
enter progress notes on the chart and the patient’s 
condition on discharge.” (VII, 4) (a) 

(See also VII, 6, “Records of Interns’ Work.’’) 


13. “At least a weekly period should be arranged 
for conducting clinical-pathological conferences, X-ray 
lectures, or other special lectures or clinics for the 
interns.” (VII, 5) 


14. Not included. 
. Not included. 


16. “The size of the institution is not a primary 
consideration. The clinical material, however, should 
be sufficient to enable residents and fellows to observe 
the principal manifestations of the disease, or diseases, 
they are studying.” (I.)’ 
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(6) Provide for progression of responsibility, and 
include not only opportunities for broadening clinical 
experience, 


(c) But opportunities as well for study in the basic 
sciences such as pathology or anatomy. 


16B. Special Functions. 


16B1. Enhance the quality of care given the 


patients on special services. 


16B2. Provide the best avenue for fundamental 


training of specialists. 


16B3. Make an essential contribution to the build- 
ing up of educational standards of the service. 


16B4. Supplement the teaching given the interns by 
the attending staff. 


16B5. Serve as a training course for teachers of 
medicine. 
16B6. Foster research and investigation. 


Footnote: 

The quotations from the “Essentials of an Adequate Educa- 
tional Program for Interns and Residents” are taken from the 
Minutes of the Proceedings of the Fiftieth Annual Meeting of 
the Association of American Medical Colleges, pp. 39-41. 
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The special requirements of residencies for each of 
the specialties “In all instances the term of service 
should be at least twelve months and might well be 
extended to two or more years when suitable facilities 
are available. (IX)’ 


“Aside from the daily contact with patients and 
staff men, the assumption of responsibility is the most 
valuable aspect of residency and fellowship training 
Consequently, as ability is demonstrated, an increasing 
amount of reliance should be placed in the judgment 
of graduate students both in diagnosis and in 
treatment.” (IX)’ 


“An affiliation with a university or medical school 
is desirable to provide the required training in basic 
sciences relating to individual specialties. Like- 
wise the study of basic sciences as required by spe- 
cialty boards should be integrated with the clinical 
experience.” (IX)* 


“The educational function described in these Essen- 
tials is supplementary to the main purpose of the 
hospital service but is closely related thereto in that 
it serves to improve the quality of medical practice.” 
(I)’ 


“The effectiveness of a residency or fellowship pro- 
gram depends largely on the quality of medical super- 
vision and teaching.” (1X)' 


“Residencies and fellowships are designed primarily 
to meet the requirements for certification of special 
practice.” (IX)’ 


“It is important, therefore, that methods of instruc- 
tion be employed which are best suited to the special 
field. Emphasis should be placed on bedside instruc- 
tion, teaching rounds, departmental meetings or semi- 
nars, clinical-pathologic conferences, demonstrations, 
and lectures.” (IX)’* 


“The members of the resident staff should likewise 
be encouraged to engage in teaching activities, particu- 
larly in relation to the training of medical students, 
interns, and nurses.” (IX)’ 


“Residents and fellows should be given an oppor- 
tunity to contribute to the effectiveness of the hospital 
service by some investigative work. This may take the 
form of research in the hospital laboratories or wards, 
summaries of medical literature, or the preparation of 
statistical analyses derived from the hospital record 
department.” (IX)’ 





Footnote: 

The quotations from the “Essentials in a Hospital Approved 
for Training Interns” are taken from the 1939 revision and the 
(1) “Essentials of Approved Residencies and Fellowships” from 
the version published in the Journal of the American Medical 
Association, August 26, 1939. 
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17. Careful consideration should be given to the 
question of giving allowances to interns and residents 
to cover incidental expenses. 


A careful perusal of the parallel columns above will 
reveal relatively little fundamental divergence between 
the two sets of “Essentials.” To be sure, we can find 
in the “Essentials” of the Council on Medical Educa- 
tion and Hospitals of the American Medical Associa- 
tion no direct reference to the basic principle that an 
adequate educational program for interns demands 
“better cooperation between the colleges and hospitals 
in intern selection and in the introduction of new 
interns to their duties.” This, however, is not strange 
since the principle is derived from the recognition on 
the part of the Association of American Medical 
Colleges that “the internship is now universally re- 
garded as a part of the basic preparation for the prac- 
tice of medicine and to be fully satisfactory must be 
integrated with the medical course proper.” This latter 
principle has as yet received no acceptance from the 
Council on Medical Education and Hospitals of the 
American Medical Association. Moreover, it is not 
altogether clear how the cooperation between medical 
schools and hospitals will be carried out. We have 
already pointed out that the Association of American 
Medical Colleges has no intention of inspecting hos- 
pitals but that its intention is simply to develop a 
program of cooperation between medical schools and 
the hospitals regarding the internship. Further con- 
sultation with the Council on Medical Education and 
Hospitals of the American Medical Association and 
with other national organizations is promised. 

Furthermore, the “Essentials” as published by the 
Council on Medical Education and Hospitals, since 
they pertain to hospitals make no special mention of 
certain viewpoints directive of medical practice such 
as “the appreciation of psychosomatic factors” and 
“of social and environmental factors in health and 
disease” which requirements appear as number 6 and 7 
in the “Essentials of an Adequate Educational Pro- 
gram” above. It should also be noted that in the 
recommendations of the Subcommittee on Intern Edu- 
cation the appointment of a Director of Intern Educa- 
tion who will act as a co-ordinator and the inauguration 
of a curative as well as of a preventive health program 
for the interns themselves are both insisted upon. 
Neither of these points is touched upon in the “Essen- 
tials” of the Council on Medical Education and 
Hospitals. 

Finally, the Council on Medical Education and 
Hospitals does not mention consideration of financial 
remuneration to interns and residents nor does it call 
special attention explicitly to the importance of 
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17. “The residents may, with profit, teach the 
interns, supervise their records, and direct the treat- 
ments which interns administer. They should not, 
however, act so as to diminish the contact of the 
interns with the attending men or assume the super- 
visory or disciplinary functions of the staff intern 
committee.” (X)' 


frequent revisions of educational plans. 

For the rest, the “Essentials of an Adequate Educa- 
tional Program for Interns” as drafted by the Sub- 
committee offer relatively little that is new unless we 
wish to regard the re-emphasis derived from a some- 
what different approach as a new contribution to this 
important educational question. 

Significant probably for the future work of the 
Association of American Medical Colleges is the Con- 
tinuation Report of the Subcommittee on Intern 
Education submitted to the Association of American 
Medical Colleges in October, 1940. The Report admits 
the difficulty in evolving “clear-cut standards for the 
training of interns. It is much more difficult to 
regulate plans for intern education than it has been 
for the college course.” The difficulties are said to be 
inherent in hospitals which “vary enormously in clini- 
cal resources, type of service, educational affiliation, 
and financial support.” Hence guiding principles 
rather than rigid standards must be formulated and 
hence, too, the advice of the expert educator in medi- 
cine is more essential with reference to the internship 
than with reference to the medical school. Moreover, it 
is recognized that inadequate internships “cannot be 
converted into good internships merely by pointing 
out to them their deficiencies, and giving well-meant 
advice.” This is evidently the crux of the problem, 
for the Subcommittee recognizes that: “unless these 
efforts are backed up by lists of approval or dis- 
approval, medical and lay boards cannot be stimulated 
to sufficiently bestir themselves to meet the situation.” 
The Committee, therefore, faces the possibility that 
“it seems imperative that we apply more strictly the 
tests of acceptable internships to all hospitals and pre- 
pare for the use of the regional committees confidential 
lists of those that can adequately continue the educa- 
tional course through the period of house staff 
training.” 

The Committee recognizes, furthermore, that this 
will necessitate an adjustment of intern supply and 
demand but confidentially expects that through long- 
range planning the difficulties can sooner or later be 
solved. Very significant for the work of the hospitals 
is the analysis which the report presents of deficiencies 
among unsatisfactory internships. It might lead us too 
far to review these in detail but some mention of 
each of them and details concerning some of them 
should be presented even in this summary. 

It is said, first and foremost, that the departmental 
organization in some hospitals “particularly those in 
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which private patients predominate, the service organi- 
zation is almost completely futile as an educational 
force.” The physicians visit their patients at irregular 
times, “rounds” are poorly organized, and no sys- 
tematic study of the clinical material is attempted. 

It is pointed out, secondly, that “there is a painful 
lack of frankness in reviewing diagnostic and thera- 
peutic results” at staff conferences. The lack of prop- 
erly organized conferences on each of the hospital 
services is viewed as one of the most serious weak- 
nesses in the hospital’s educational program. In this 
same connection, it is pointed out that the failure to 
organize follow-up clinics, prevents the intern from 
appreciating any “but the immediate results of hospi- 
tal care.” Moreover, “hospital rounds” of physicians 
with their interns are apt to encourage “careless, 
hasty methods and snap diagnoses” when, for example, 
as many as 30 patients are seen in an hour. With 
regard to difficulties in the internship arising from the 
attending staff the report singles out that attending 
physicians are often unable or unwilling to supervise 
the work of the intern and to advance the intern’s 
knowledge by active teaching. Frequent changes of the 
attending staff assignments effects discontinuities in 
the enforcement of standards of service at a high level, 
irregularities of attendance, weakened discipline, over- 
emphasis on technical procedure, as for example, in 
surgery, and thus tend to lower the standards of the 
internship. 

Finally, there are economic obstacles to adequate 
educational standards. It is recognized that there is a 
relationship between the income of the physician and 
the length of time which he is able to give to educa- 
tional responsibilities. In connection with residencies 
in hospitals in which there are both interns and resi- 
dents other difficulties arise. “A weak internship is 
usually made worse by attempts to set up residencies, 
because the basic educational program is faulty to 
begin with.” Sometimes the resident is less well pre- 
pared to practice medicine than the interns working 
under him. One year residencies “have been disap- 
pointing in their educational contribution.” Finally, in 
this connection, the demands of the specialty boards 
for basic-science training are difficult to meet in some 
hospitals and in even some medical colleges. The in- 
ternship itself produces a distressing list of other diffi- 
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culties tending to make inadequate internships still 
worse. Faulty schedules, poor medical records due to 
the heavy case loads in our hospitals, and poor plan- 
ning, injudicious division of labor among the interns, 
unjustifiable delegation of work from senior to junior 
interns, a slavish literal compliance with the require- 
ments of the American College of Surgeons and the 
American Medical Association for histories, and physi- 
cal examinations, ignoring of the intern’s records by 
the attending physician who has previously in his 
office practice made a diagnosis and instituted treat- 
ment without any awareness of the teaching value to 
the intern, lack of out-patient clinic experience, all 
these difficulties inherent in some of the internships 
have a tendency to perpetuate the weaknesses which 
result in unsatisfactory educational opportunities. 

It is clear that the work of the Subcommittee on 
Intern Education of the Association of American 
Medical Colleges has presented a challenging picture 
which may or may not be applicable in whole or in 
part to any particular institution but which neverthe- 
less calls attention to shortcomings which seem to flow 
out of the human nature of the practitioners of medi- 
cine and of the hospital administrators. It is remark- 
able that in all of this indictment there is relatively 
little emphasis upon a lack of competence of those 
who are practicing medicine and of those who are 
conducting our hospitals. The emphasis is rather upon 
such traits as lethargy, preoccupation with the multi- 
plicity of duties, lack of interest in educational prob- 
lems, failure to achieve continuity in a worth-while 
endeavor, and other such traits of us poor human 
beings which we are too prone to manifest whether our 
business is to say our prayers, or to take care of sick 
people. Perhaps herein really lies the secret of all of 
this criticism and of this dissatisfaction with the exist- 
ing internships. It seems that if the subjects and 
objects of the various sentences were changed we 
might make almost the same criticisms of colleges and 
high schools and elementary schools; of industrial 
plants and business houses; of social agencies and 
governmental offices. Whatever the Subcommittee still 
has in mind, it has already deserved commendation 
for having pointed out the important truth that even 
medical men and hospital administrators are human 
and have human shortcomings. 








Laboratory and Other Technological 
Personnel: A Supplement 


IN THE December number of Hospitat Procress 
there was published an article entitled “Laboratory 
and Other Technological Personnel,” by Sister Mary 
Alacoque of the Sisters of St. Mary, of St. Louis, 
Missouri. This exceedingly able and helpful paper 
brings together, into compact form, extensive informa- 
tion which, because of the fact that it deals with so 
many phases of the work of the auxiliary technical 
personnel of the hospital, is scattered in many different 
publications. Sister Alacoque has, therefore, done a 
great service by bringing all of this information 
together. 

Dr. William D. Cutter, Secretary of the Council on 
Medical Education and Hospitals of the American 
Medical Association, comments on this paper in a 


letter under date of December 23, 1940. Since Dr. 
Cutter’s letter clarifies so many problems with refer- 
ence to the relations of the Council on Medical Edu- 
cation and Hospitals to various organizations in 
special medical and auxiliary fields, we have thought 
it proper to publish Dr. Cutter’s letter in its entirety. 
Furthermore, with the approval of Dr. Cutter, we are 
also reprinting here, by way of a supplement to Sister 
Alacoque’s paper, the essentials of various schools of 
technology, as formulated by the Council on Medical 
Education and Hospitals. 

Finally, we are publishing here, as a further supple- 
ment, a list of the Catholic institutions which conduct 
approved schools in clinical laboratory technology and 
in physical therapy technology. 


I. Dr. Cutter’s Letter 


December 23, 1940. 


Reverend Alphonse M. Schwitalla, S.J. 
Editor-in-Chief 

Hospital Progress 

1402 South Grand Boulevard 

St. Louis, Missouri 


My dear Father Schwitalla: 


The members of our staff have read with consider- 
able interest the paper, “Laboratory and Other 
Technological Personnel,’ by Sister M. Alacoque, 
which appears in the December, 1940, issue of Hos- 
PITAL Procress (vol. XXI, p. 410). This article seems 
very timely as it helps to bring to the attention of hos- 
pital administrators the present-day standards of train- 
ing for auxiliary technical workers in the general field 
of medicine. 

Unfortunately, however, there have crept into this 
paper a few erroneous statements which Hospitav 
Procress may wish to correct in order to spare its 
readers unnecessary confusion. Under the subheading, 
“The Radiologic Technologist” on page 412, it is 
stated that “The Registry Board is working with the 
Council on Medical Education and Hospitals of the 
American Medical Association on definite require- 
ments for registration.” Again the paper states “The 
same two groups are approving schools for the edu- 
cation of X-ray technicians” and also that “Schools 
for the training of technicians are inspected and ap- 
proved by the American Medical Association. . 
The work of the Council on Medical Education and 
Hospitals, as it relates to the training of technical 
personnel is limited to the evaluation of non-commer- 
cial schools for clinical laboratory technicians, for 
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physical-therapy technicians, and for occupational 
therapists. It has nothing to do with the training 
schools for X-ray technicians or schools for other 
auxiliary workers than those just mentioned, (the 
member of the Council’s staff who serves as an ad- 
viser to the training-school committee of the American 
Association of Medical Record Librarians is acting in 
a purely voluntary and unofficial capacity). 

The examination and registration of technical work- 
ers is entirely outside the scope of the functions of 
the Council. We have, of course, extended to the 
responsible registry in each of the three technical fields 
in which we inspect schools the courtesy of a certain 
amount of up-to-date information concerning schools 
which have either been approved or which have ap- 
plied for approval. Also before formulating and be- 
fore revising essentials concerning any of the schools 
we have consulted with representatives of the regis- 
tries as well as with other persons who have a broad 
knowledge of the educational aspects of the respective 
vocations. An effort has been made to avoid situations 
in which the requirements of the Council and those 
of the particular registry might become seriously at 
variance with each other. However, it is important to 
keep clearly in mind the fact that despite this co- 
operation with the registries the Council makes its 
own decisions regarding the formulation and applica- 
tion of the essentials and that it neither sponsors nor 
accepts any responsibility for any of the registries. It 
follows that decisions on the formulation and applica- 
tion of minimal qualifications required for registration 
of technicians are the prerogative of the registries in 
each field. 

To summarize, then, the Council on Medical Edu- 
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cation and Hospitals is concerned only with the in- 
spection and approval of nonprofit schools for clinical 
laboratory technicians, for physical-therapy techni- 
cians, and for occupational therapists. It has not at- 
tempted any work in other auxiliary fields nor does it 
have any responsibility for the examination and regis- 
tration of technicians. 

I might add that the essentials of acceptable schools 
for the three types of technicians mentioned are pub- 
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lished each year in the Hospital Number of THE 
JOURNAL of the American Medical Association. 
That number, which usually appears some time in 
March, also carries the revised lists of approved 
schools. For your convenience, I am enclosing reprints 
from the 1940 edition. 

Wishing you a very merry Christmas, I am always 

Sincerely yours, 
(Signed) William D. Cutter. 


II. Essentials of Approved Schools 


A. APPROVED SCHOOLS FOR CLINICAL LABORATORY TECHNICIANS! 


The original survey of some 200 schools for clinical 
laboratory technicians was published in the Journal, 
Aug. 29, 1936, together with the first list of approved 
schools. Essentials had been formulated by the Coun- 
cil on Medical Education and Hospitals with the coopera- 
tion of the American Society of Clinical Pathologists 
and ratified by the House of Delegates. 

The Council voted in 1937 to increase the admission 
requirement from one to two years of college work 
including credits in the basic sciences of chemistry, 
physics, and biology. At present graduate nurses may 
be accepted for enrollment, although it has been proposed 
that only college students with special qualifications 
be considered eligible for admission to these schools. 
It is expected that final action on this matter will be 
taken within the current year. 

It is evident that the minimum requirements for 
enrollment are being gradually raised. The large major- 


1Cf. The Journal of the American Medical Association, March 30, 
Vol. 114, pp. 1263-66. 


1940, 


ESSENTIALS OF AN ACCEPTABLE 


ity of students who are accepted by approved schools 
have qualifications far in excess of those stipulated. 

Commercial advertising schools are not considered 
eligible for recognition under the Essentials, which pro- 
vide that ‘acceptable schools for training laboratory 
technicians may be conducted by universities, colleges, 
hospitals, or public health laboratories.” 

The Council inspects schools applying for recognition 
as well as those already approved. Questionnaires giving 
up-to-date information are required annually from each 
approved school. The list is revised each year and pub- 
lished in the Journal. Since the last publication of the 
list in the Journal, March 11, 1939, sixteen schools have 
been added to the appoved list and 7 have been removed. 

A recognized Registry of Medical Technologists, 
Metropolitan Building, Denver, is maintained by the 
American Society of Clinical Pathologists. Inquiries 
regarding the examination and certification of clinical 
laboratory technicians should be directed to the Registry 
at that address. 


SCHOOL FOR CLINICAL LABORATORY TECHNICIANS 
Prepared by the Council on Medical Education and Hospitals of the 


American Medical Association with the 


Cooperation of the American Society of Clinical Pathologists 


I. ORGANIZATION 


1. Acceptable schools for training laboratory technicians may 
be conducted by universities, colleges, hospitals, or public health 
laboratories. 

2. The Council has promulgated standards for this type of 
training to supply physicians, hospitals, and prospective students 
with reliable information and for the protection of the public. 

3. Responsibility for courses in hospitals should be placed 
on the hospital administration rather than the laboratory direc- 
tor. In colleges and universities this responsibility is on the 
controlling board, as for other courses. 

4. Resources for continued operation of the school should be 
insured through regular budgets, gifts, or endowments; but not 
entirely through students’ tuition fees. Experience has shown 
that commercial schools operated for profit frequently do not 
adhere to proper ethical and educational standards and are, there- 
fore, not acceptable. 

5. There must be available transcripts of high school, college 
work and other credentials. Attendance and grades of students 
shall be carefully recorded, by means of which an exact knowl- 
edge may be obtained regarding each student’s work. 

6. At least two or more students should be enrolled in each 
class. 

II. Facurty 

7. The school should have a competent teaching staff. The 
director must be a graduate in medicine and a pathologist of 
recognized ability. He shall take part in and be responsible for 
the actual conduct of the training course. He shall be in daily 


attendance for sufficient time to supervise properly the laboratory 
work and teaching. 

8. In laboratory practice the enrollment shall not exceed one 
student to each member of the teaching staff. The staff should 
include not less than one salaried instructor who is a registered 
technician or eligible for registration, in addition to the laboratory 
director. 

III. Crricar Faciities 

9. Each student should receive practice training, adequate in 
kind and amount, under competent supervision, in a hospital 
laboratory. The hospital should be registered by and be other- 
wise acceptable to the Council on Medical Education and Hos- 
pitals of the American Medical Association and have a minimum 
of 2000 yearly admissions. There should be a minimum of 15,000 
tests and examinations carried out in the laboratory department 
annually. 

10. Adequate space, light, and modern equipment shall be 
provided in the laboratory department. A library containing 
up-to-date references, texts, and scientific periodicals pertaining 
to clinical laboratory work and pathology should be maintained. 

11. Satisfactory record systems shall be provided for all work 
carried on in the department. Monthly and annual classifications 
of the work of the department should be prepared. 


IV. Curricutum 

12. A. Candidates for admission should be able to satisfy ‘one 
of the following requirements: 

1. Two years of college work, including chemistry, biology, 

and physics from an accredited college or university. 
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2. Graduation from a school of nursing recognized by the state 
board of nurse examiners, and in addition college chemistry. 

B. The course of training shall be not less than twelve months 

in duration and shall include the following divisions: 

1. Biochemistry. 

2. Hematology. 

3. Bacteriology. 

4. Parasitology. 

5. Histologic technique. 

6. Serology. 

The instruction shall include: 


The first list of approved schools for physical-therapy 
technicians appeared in the Journal, Aug. 29, 1936, 
following the formulation of the Essentials by the Coun- 
cil on Medical Education and Hospitals and their adop- 


tion by the House of Delegates of the American Medical . 


Association. 

The Council on Physical Therapy of the American 
Medical Association, the American Congress of Physi- 
cal Therapy, and the American Physiotherapy Associa- 
tion lent their full cooperation in the preparation of the 
original standards and continue to aid the Council in 


*Cf. The Journal of the American Medical Association, March 30, 1940, 
114, pp. 


Vol. 1262 and 1263. 





ESSENTIALS OF AN ACCEPTABLE 


I. ORGANIZATION 


1. Acceptable schools for training physical-therapy technicians 
may be conducted by accredited universities, colleges, or hospitals. 

2. The Council has promulgated standards for this type of 
training to supply physicians, hospitals, and prospective students 
with reliable information and for the protection of the public. 

3. Responsibility for courses in hospitals should be placed on 
the hospital administration rather than the director of the depart- 
ment. In colleges and universities this responsibility is on the 
controlling board, as for other courses. 

4. Resources for continued operation of the school should be 
insured through regular budgets, gifts, or endowments; but not 
entirely through students’ tuition fees. Experience has shown 
that commercial schools operated for profit frequently do not 
adhere to proper ethical and educational standards and are not 
acceptable. 

5. There must be available transcripts of high school, college 
work, and other credentials. Attendance and grades of students 
shall be carefully recorded, by means of which an exact know]l- 
edge may be obtained regarding each student’s work. 

6. At least two or more students should be enrolled in each 
class. 

II. Facurty 

7. The school should have a competent teaching staff. Appoint- 
ments should be based on thorough education and training and 
successful teaching experience. The staff should include not less 
than one qualified salaried instructor and in each institution 
where practical training is carried on not less than one qualified 
physical therapist. The question of full-time and part-time ap- 
pointments is not as important as the qualifications of the instruc- 
tors, who should be specialists or exceptionally well trained and 
well qualified in the lines they are teaching. 


III. Factiirres 

8. Provision should be made for each student to receive 
practice training adequate in kind and amount under the super- 
vision of a physician qualified in physical therapy in a hospital 
or other institution acceptable to the Council on Medical Edu- 
cation and Hospitals of the American Medical Association. 
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B. APPROVED SCHOOLS FOR PHYSICAL THERAPY TECHNICIANS: 


SCHOOL FOR PHYSICAL 


Prepared by the Council on Medical Education and Hospitals of the American Medical Association 


1. Text assignments. 
2. Lectures. 
3. Demonstrations. 
4. Quizzes. 
5. Examinations — written, oral, and practical. 
V. Ertuics 

13. Exorbitant fees and commercial advertising shall be con- 
sidered unethical. 

14. Schools conducted primarily for the purpose of substituting 
students for paid technicians will not be considered for approval. 





the consideration of new schools and in problems deal- 
ing with the Essentials. 

Advertising commercial schools which adhere to no 
particular standards are turning out each year large 
numbers of inadequately prepared technicians who are 
experiencing increased difficulty in securing satisfactory 
positions, whereas there is a demand for graduates of 
approved schools of physical therapy. 

Inquiries concerning registration should be addressed 
to the American Registry of Physical Therapy Tech- 
nicians, 30 North Michigan Avenue, Chicago. 

No standards for graduate courses for technicians 
have as yet been promulgated. The Mayo Clinic now 
offers organized graduate courses for technicians. 










THERAPY TECHNICIANS 





9. Adequate equipment should include anatomic charts, models, 
and other aids to effective teaching. It is suggested that dissecting 
materials should be provided to enable each student to dissect 
or have the benefit of demonstration of dissection of at least the 
lateral half of the human cadaver. Skeletons and disarticulated 
bones should be supplied. 

10. A library containing up-to-date references, texts, and sci- 
entific periodicals pertaining to physical therapy should be 
maintained. 

IV. ADMINISTRATION 

11. There should be careful and intelligent supervision of the 
entire school by an executive officer who, by training and experi- 
ence, is fitted to interpret the prevailing standards in physical- 
therapy education, and who is clothed with sufficient authority to 
carry them into effect. 

12. Except for good cause, such as for illness, no credit should 
be given for any course when the attendance has been less than 
90 per cent of the full time. 


V. REQUIREMENTS FOR ADMISSION 

13. Candidates for admission should be able to satisfy one of 
the following requirements: 

(a) Two years or sixty semester hours of college, including 

courses in physics and biology. 

(b) Graduation from an accredited school of nursing. 

(c) Graduation from an accredited school of physical education. 

Courses in general physics, chemistry, and biology are highly 
recommended for all ‘who seek to enter training in physical 
therapy. 

14. The admission of students ‘to the physical-therapy school 
must be in the hands of a responsible committee or examiner, 
whose records shall always be open for inspection. Documentary 
evidence of the student’s preliminary education should be ob- 
tained and kept on file. When the physical-therapy school is an 
integral part of the university, this work usually devolves on the 
university examiner. 

15. Advanced standing may be granted to students for work 
done in other acceptable physical-therapy schools or hospital 
departments, provided the entrance requirements and _ other 
essentials herein set forth have been complied with. Official 
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verification of the stvdent’s previous physical-therapy work 
should be obtained by direct correspondence with the schools 
previously attended, and his preliminary qualifications should 
also be verified and recorded the same as for first-year students. 
16. Complete physical examination of each student admitted 
should be conducted under the auspices of the school. 
VI. PvuBLICATIONS 
17. The school should issue, at least annually, a_ bulletin 
setting forth the character of the work which it offers. Such 
announcement should contain a list of the members of the 
faculty with their respective qualifications. 


VII. Mrnrmum CvurricuLuM 
Hours 
Laboratory and 
Subjects Theory Practice Training 
Anatomy (including applied anatomy, demon- 
stration on cadaver and lecture). . wer 210 moe 
ESET C ECCT ; 400 
IR on wadt os cndad ce gh Shed ss one 30 45 
Ethics and administration. 5 
Hydrotherapy ............ 5 15 
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Hours 
: Laboratory and 
Subjects Theory Practice Training 
CO er utensils = ; 15 45 
Ee ere ease i 30 
Ee ee si cbanal a 30 45 
Principles of physical therapy as applied to: 
EY Snavatadscekshedew eh epaees ea 15 30 
Neurology Pipe ip we ee Mee Ow me 10 15 
IS ans ikenndiddeeon eee 15 30 
Surgery (including surgical observation) 15 30 
Psychology ..... Seoeddeektwe re ‘ 15 
Therapeutic exercise ............ 30 75 
Electives : ; er p-ciias 45 
470 730 
Total 1200 hours 
Suggested electives: asepsis, bandaging, first aid, history ot 
physical therapy, hygiene, joint measurements, office routine, 


occupational therapy, records, social service. 
All subjects should be taught by qualified teachers. 
Length of course: Not less than nine months. 


C. ESSENTIALS OF AN ACCEPTABLE SCHOOL OF OCCUPATIONAL THERAPY* 


I. Organization 

1. A school of occupational therapy should be incorporated 
under the laws regulating associations operated not for profit. 
The control should be vested in a board of trustees composed 
of public spirited men or women having no financial interest 
in the operation of the school. The trustees should serve for 
fairly long and overlapping terms. If the choice of trustees 
is vested in any other body than the board itself, this fact 
should be clearly stated. Officers and faculty of the school 
should be appointed by the board. 

2. Affiliation with a college, university, or medical school 
is highly desirable but is not an absolute requirement. 

3. Schools of occupational therapy should not be operated 
by hospitals independently. It is understood, however, that 
hospitals are needed for practice training in the several 
branches of occupational therapy as required under clinical 
affiliations. 

II. Resources 

Experience has shown that an adequate school of occupa- 
tional therapy cannot be maintained solely by the income 
from students’ fees. No occupational-therapy school, there- 
fore, should expect to secure approval which does not have 
a substantial additional income. 


III. Faculty 
The school should have a competent teaching staff. graded 
and organized by departments. Appointments should be based 
on thorough education and training and successful teaching 
experience. The staff should include not less than one regular 
salaried instructor and one registered occupational therapist. 
The question of full-time and part-time appointments is not 
as important as the qualifications of the instructors, who 
should be specialists or exceptionally well trained in the lines 
they are teaching. 
IV. Plant 
1. The school should own, or enjoy the use of, buildings 
sufficient in size to provide adequate lecture rooms, class 
laboratories, and administration offices. Equipment should be 
adequate for efficient teaching in the various departments. 
2. A library containing standard texts and leading periodi- 
cals in occupational therapy should be provided. 


V. Administration 
1. SUPERVISION. — There should be careful and intelligent 
supervision of the entire school by the dean, director. or other 


8Cf. The Journal of the American Medical Association, August 27, 1938, 
Vol. 11, pp. 812-823 


executive officer who, by training and experience, is fitted to 
interpret the prevailing standards and who is clothed with 
sufficient authority to carry them into effect. 

2. Recorps. — There should be a good system of records 
showing conveniently and in detail the credentials, attendance, 
grades, and accounts of the students, by means of which an 
exact knowledge can be obtained regarding each student's 
work. Schools should require that students be in actual attend- 
ance within the first week of each annual session and there- 
after. Except for good cause, no credit should be given for 
any course when attendance has been less than 80 per cent. 

3. CREDENTIALS. — The admission of students to the occupa- 
tional-therapy school must be in the hands of a responsible 
committee or examiner, whose records shall always be open 
for inspection. Documentary evidence of the student’s pre- 
liminary education should be obtained and kept on file. When 
the occupational-therapy school is an integral part of the 
university, this work usually devolves on the examiner or 
registrar. 

4. ApvANCED STANDING. — At the discretion of the admin- 
istration, advanced standing may be granted for work (or 
experience) required in the occupational-therapy curriculum 
which has been done in other accredited institutions. Official 
verification of previous work (or experience) should be ob- 
tained by direct correspondence. Preliminary qualifications 
should also be verified and recorded. 

5. NUMBER OF STUDENTS.— The number of students ad- 
mitted to the training course should not be excessive. In 
practical work of a laboratory nature the number of students 
that can be adequately supervised by a single instructor is, 
in general experience, about fifteen; in lectures the number 
may be much larger. A close personal contact between stu- 
dents and members of the teaching staff is essential. 

6. DiscrpLIneE. — All training schools reserve the right to 
drop a student at any time for any cause which the school 
authorities deem sufficient. 

7. PusLicaTions.— The school should issue, at 
biennially, a bulletin setting forth the character of the work 
which it offers. Such an announcement should contain a list 
of the members of the faculty with their respective qualifica- 
tions. 


least 


VI. Clinical Affiliations 
1. No student should be eligible for entrance into clinical 
training until she has satisfactorily completed at least one 
academic year, equal to thirty semester credits, fifteen, of 
which should be in biological science, social science, theory of 
occupational therapy and clinical subjects and fifteen in 
therapeutic occupations 
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2. Hospitals or institutions affiliating for clinical training 
should be carefully judged by the board of directors of the 
school concerned and be acceptable to the Council on Medical 
Education and Hospitals and should not be considered eligible 
for training of students unless the director of the occupa- 
tional-therapy department is a competent occupational 
therapist qualified to handle students. 

3. The occupational-therapy director of each training de- 
partment should be considered a member of a special com- 
mittee on the training-school staff and at all times be in 
close contact with the director of the school. 

4. A well-defined program of lectures, clinics, and staff 
meetings should be offered by the hospital to each group of 
students. 

5. Written records, case studies, and examinations should 
be required of each student. Students should obtain satis- 
factory rating in clinical training before a diploma is granted. 

6. Uniform written records specially covering the student’s 
personal adjustment as well as general ability should be kept 
by the occupational-therapy director of each department, 
regular copy of which should be sent to the school at fre- 
quent intervals and all reports filed in the individual student’s 
record at the school. 






















VII. Prerequisites for Admission 

1. Ace. — The admission of candidates should be governed 
by the fact that it is required that each student be not less 
than 21 years of age at graduation. 

2. Epucation.— All candidates must furnish proof of 
having completed a high schoo! education or its equivalent. 
Equivalent of high school should be adjudged and recorded 
by the admissions committee of the school. In addition, all 
candidates, except those for the degree course, must have 
had at least one year and preferably two years of further 
accredited education or successful professional training or 
experience. 

Candidates for admission to a training course in a college 
or university which is combined with work leading to a 
bachelor’s degree should be required to comply with the 
regular entrance requirements of the institution concerned. 

3. CHARACTER. — All candidates should be required to 
present evidence of good character and general fitness, the 
evidence of which should be investigated and duly weighed 
by the school concerned. 

4. HeaLtH. — All students should be given a medical ex- 
amination under the supervision of the school as soon as 
practicable after admission, and this examination should be 
repeated annually. The first examination, at least, should 
include a tuberculin test followed by a roentgen examination 
of the chest when indicated. 






















VII. Curriculum 

1. LenctH oF Course.— The minimum length of the 
course should be twenty-five calendar months (100 weeks) of 
full-time training. The course should include not less than 
sixteen months (sixty-four weeks) of theoretical and tech- 
nical instruction and not less than nine months (thirty-six 
weeks) of hospital practice-training under competent super- 
vision; all as set forth in detail in succeeding sections. 

2. DistRIBUTION OF TimME.— The two years devoted to 
theoretical and technical training should include not less than 
sixty semester hours, of which not less than thirty semester 
hours should consist of didatic instruction and not less than 
twenty-five hours of technical instruction in therapeutic 
occupations. 
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(a) Theoretical: The hours devoted to theoretical training 
should be still further subdivided as follows: 


Semester Hours 


(1) Biologic Sciences to include 
Anatomy ) 
Kinesiology 
Neurology | 1s 
Physiology ; taeda . 
Psychiatry | 
Psychology J) 
(2) Social Sciences to include: 
Sociology ) 
Delinquency and Crime . 
Social and Educational Agncies J 
(3) Theory of Occupational Therapy to include: 
Interpretative courses covering the principles 
and practice of occupational therapy in rela- 
tion to orthopedics, pediatrics, tuberculosis, 4 
psychiatry, general medicine and surgery and 
other special fields 
(4) Clinical Subjects to include: 
Blindness and Deafness ) 
Cardiac Diseases 
Communicable Diseases (including Bacter ology 
if this subject 1s not given elsewhere) 
General Medical and Surgical Conditions 
Orthopedics 
Tuberculosis 


(5) Electives 3 


Total 30 


(b) Technical: Because of the increasing demands of the 
medical profession for qualified therapists trained in special 
fields applicable to the education and training of disabled 
persons as well as to the treatment of the sick, there must 
be a certain amount of flexibility in technical requirements. 

Concentration may be in the field of Therapeutic Arts and 
Crafts, in some branch of Educational Therapy, or in Recrea- 


tional Therapy. 

A minimum of thirty semester hours should be devoted to 
technical training. The major portion may be allotted to 
concentration in one field and, in this case, survey courses 
should be given in the other fields. 


(1) The Field of Therapeutic Arts and Crafts to include 
Design 
Leather 
Metal 
Plastic Arts 
Textiles 
Wood 
The Field of Educational Therapy to include 
Adult Education 
Fine and Applied Arts 
Home Economics 
Hospital Library Management 
Primary and Secondary Education 
(3) The Field of Recreational Therapy to include 
Dramatics 
Gardening 
Music 
Physical Education 
Social Recreation 


i) 


Advanced standing may be given to students already quali- 
fied in one or more branches of the three fields. Such persons 
may then be given survey courses in the other fields of con- 
centration, and practice in the application of their specialty 
to the treatment of disabled persons. 

(c) Clinical Affiliations: The time devoted to hospital 
practice-training shall be not less than nine months spent in 
the following types of hospitals: 


Not less than two months 


Mental hospitals 
Tuberculosis sanatoriums or services .Not less than one month 
General hospitals Not less than one month. 


Not less than one month. 


Children’s hospitals or serv'ces 
Not less than one month. 


Orthopedic hospitals or services 


The remaining three months optional. 
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III. Catholic Institutions Listed Among Approved Schools 
of Technology 


A. CATHOLIC SCHOOLS APPROVED FOR TRAINING CLINICAL LABORATORY 
TECHNICIANS BY THE COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 
OF THE AMERICAN MEDICAL ASSOCIATION? ® 


Religious Order 
CALIFORNIA 


Mary’s Help Hospital Daughters of Charity of St. 
San Francisco Vincent de Paul 


Name and Location 


ILLINOIS 
Religious Hospitallers of St. 
Francis 
Missionary Sisters, Servants of 
The Holy Ghost 


St. John’s Hospital 
Springfield 

St. Therese’s Hospital 
Waukegan 


KANSAS 
Sisters of the Sorrowful Mother 
of the 3rd Order of St. 
Francis 


St. Francis Hospital 
Wichita 


KENTUCKY 


St. Joseph’s Hospital } 
Lexington 
St. Joseph’s Infirmary 
Louisville 
SS. Mary and Elizabeth 


rSisters of Charity of Nazareth 


Louisville J 


LOUISIANA 


Loyola University Society of Jesus 
New Orleans 
Hotel Dieu—Sisters’ 


Hospital 


Daughters of Charity of St. 
Vincent de Paul 


MARYLAND 
Mercy Hospital Sisters of Mercy of the Union 


Baltimore 


MASSACHUSETTS 
Mercy Hospital Sisters of Providence 


Springfield 
MICHIGAN 


Leila Y. Post Mont- 7 
gomery Hospital 
Battle Creek 

Mercy Hospital 
Bay City 

Mercy Hospital 
Cadillac 


(Sisters of Mercy of the Union 


Daughters of Charity of St. 
Vincent de Paul 


Providence Hospital 
Detroit 


MINNESOTA 
College of St. Scholastica Sisters of St. Benedict 
(St. Mary’s Hospital) 
Duluth 


4Cf. The Journal of the American Medical Association, March 30, 1940, 
Vol. 114, pp. 1264-66. 

5Total Schools Approved, 148. Total Catholic Schools Approved, 32. 
Percentage Catholic Schools of all Approved Schools, 21. 


Religious Order 
MISSOURI 
Sisters of St. Joseph of Caron- 
delet 
Sisters of St. Mary of the 3rd 
Order of St. Francis 
Society of Jesus 


Name and Location 


St. Joseph’s Hospital 
Kansas City 

St. Mary’s Hospital 
Kansas City 

St. Louis University 
School of Nursing 
St. Louis 


‘Sisters of St. Mary of the 3rd 
\. Order of St. Francis 


Firmin Desloge Hos- 
pital 


Mt. St. Rose Sanato-) 
rium . 
St. Mary’s Hospital 


MONTANA 
College of Great Falls Diocese of Great Falls 
Great Falls 
Columbus Hospital Sisters of Charity of Providence 
NEW YORK 
Mary Immaculate Hos- _ Sisters of St. Dominic 
pital 
Jamaica 
OHIO 
College of Mt. St. Joseph-- 
on-the-Ohio 
Mt. St. Joseph | 
Good Samaritan Hos- | 
pital (Sisters of Charity of Cincinnati 
Cincinnati 
Good Samaritan Hos- 
pital 
Dayton J 
OKLAHOMA 
St. Anthony’s Hospital Sisters of the 3rd Order of St. 
Oklahoma City Francis 


OREGON 
St. Vincent’s Hospital Sisters of Charity of Providence 


Portland 
PENNSYLVANIA 
Fitzgerald-Mercy Hos- Sisters of Mercy 
pital 
Darby 
St. Agnes Hospital 
Philadelphia 
St. Joseph’s Hospital 
Philadelphia 


Sisters of the 3rd Order of St. 
Francis 

Daughters of Charity of St. 
Vincent de Paul 


TEXAS 
Sisters of Charity of the Incar- 
nate Word 


Hotel Dieu Hospital 
Beaumont 
St. Therese Hospital } 
Beaumont 
St. Mary’s Hospital 
Port Arthur 


.Sisters of Charity of the Incar- 
nate Word 
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Name and Location Religious Order Name and Location Religious Order 
VIRGINIA WISCONSIN 
Hospital of St. Vincent Daughters of Charity of St. St. Francis Hospital Franciscan Sisters of the 3rd 
de Paul Vincent de Paul La Crosse Order of Perpetual Adoration 
Norfolk St. Mary’s Hospital Sisters of St. Mary of the 3rd 
WASHINGTON Madison Order of St. Francis 

Sacred Heart Hospital Sisters of Charity of Providence St. Joseph’s Hospital Franciscan Sisters, Daughters of 
Spokane Milwaukee the Sacred Hearts of Jesus 

St. Joseph’s Hospital Sisters of the 3rd Order of St. and Mary 










Tacoma Francis 










CATHOLIC HOSPITALS AFFILIATED WIT H NON-CATHOLIC APPROVED SCHOOLS 


Approved School with which 
Hospital is Affiliated 










Religious Order 
COLORADO 


Hospital 







St. Joseph’s Hospital Sisters of Charity of Leavenworth Children’s Hospital 
Denver Denver 
Mercy Hospital Sisters of Mercy of the Union - : . ies 
University of Denver. School of Science 







Denver ’ : 
St. Anthony’s Hospital Poor Sisters of St. Francis Seraph of ( wa Engineering 
Denver Perpetual Adoration varia 






INDIANA 


St. Joseph’s Hospital Sisters of the Holy Cross 
South Bend 






South Bend Medical Laboratory 
South Bend 













KENTUCKY 
St. Anthony’s Hospital Poor Sisters of St. Francis Seraph of ) 
Louisville Perpetual Adoration | Kentucky State Department of Health 
St. Joseph’s Infirmary Sisters of Charity of Nazareth f Louisville 
Louisville 
MICHIGAN 
Providence Hospital Daughters of Charity of St. Vincent de Wayne University 
Detroit Paul Detroit 








NEW YORK 
Anthony M. Brady Maternity Hosp. Daughters of Charity of St. Vincent de 





Bender Hygienic Laboratory 






Albany Paul Albany 
OHIO 
St. Francis Hospital Sisters of the Poor of St. Francis Starling-Loving University Hospital 
Columbus 





Columbus 





PENNSYLVANIA 
Mission Sisters of the Most Sacred Moravian College for Women 
Heart Bethlehem 





Sacred Heart Hospital 
Allentown 






UTAH 
Sisters of the Holy Cross University of Utah School of Medicine 
Salt Lake City 






Holy Cross Hospital 
Salt Lake City 






B. SCHOOLS APPROVED FOR TRAINING PHYSICAL THERAPY TECHNICIANS BY 
THE COUNCIL ON MEDICAL EDUCATION AND HOSPITALS OF THE 
AMERICAN MEDICAL ASSOCIATION® 


Religious Order 















Name and Location 





MISSOURI 

St. Louis University School of Nursing Society of Jesus 
St. Louis 

Firmin Desloge Hospital 








Sisters of St. Mary of the 3rd Order of St. Francis 





Mt. St. Rose Sanatorium 
St. Mary’s Hospital 










®Cf. The Journal of the American Medical Association, March 30, 1940 


Vol. 114, p. 1263. 
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CATHOLIC HOSPITALS AFFILIATED WITH NON-CATHOLIC APPROVED SCHOOLS 
Approved School with which 








Hospital Religious order Hospital is Affiliated 
MASSACHUSETTS 
Carney Hospital Daugthers of Charity of St. Vincent de Posse Institute 
Boston Paul Kendal Green 










MINNESOTA 
St. Mary’s Hospital Sisters of St. Francis of the Congrega- Mayo Clinic 
Rochester tion of Our Lady of Lourdes Rochester 















PENNSYLVANIA 
St. Francis Hospital Sisters of the 3rd Order of St. Francis D. T. Watson School of Physiotherapy 

Pittsburgh (Affiliated with University of Pitts- 
burgh School of Medicine) 
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Canada Religious Activities 
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